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SECTION B: SUPPLIES OR SERVICESAND PRICE

B.1

B.2

B.21

The Government of the District of Columbia, Office of Contracting and Procurement on
behalf of the Department of Health, Medical Assistance Administration (the District), is
seeking a Contractor to:

B.1.1 Provide, Enhance and Implement a federally owned and certified Medicaid
Management Information System (MMIYS) as set forth in Section C.3 through C.7.5.5.
of this Request for Proposal (RFP). The Contractor shall enhance the MMIS by
using current information technology to enable the efficient and responsive operation
of the District’ s Medicaid Program as described in Section C.1.

B.1.2 Provide services to operate the enhanced MMIS and process District Medicaid claims
during the term of the contract, as set forth Sections C.8 through C.10.

The term of the contract shall be for a period of seven (7) years from date of award.
The District contemplates award of a single contract containing the following three types of
contract components:

1. Fixed-price component for system Enhancements and Implementation tasks as defined in
Sections H.21 and H.22;

2. Requirements component with payment based on fixed unit prices for Operations as
defined in Sections H.21 and H.23; and

3. A cost reimbursement component for postage as defined in Section G.9.4.
REQUIREMENTS

The District will purchase its requirements of the articles or services included herein from the
Contractor. The estimated quantities stated herein reflect the best estimates available. The
estimate shall not be construed as a representation that the estimated quantity will be required
or ordered, or that conditions affecting requirements will be stable. They shall not be
construed to limit the quantities which may be ordered from the Contractor by the District or
to relieve the Contractor of its obligation to fill al such orders.

a) Delivery or performance shall be made only as authorized in
accordance with the Ordering Clause, G.10. The District may issue
orders requiring delivery to multiple destinations or performance at
multiple locations. If the District urgently requires delivery before the
earliest date that delivery may be specified under this RFP, and if the
Contractor shall not accept an order providing for the accelerated
delivery, the District may acquire the urgently required goods or
services from another source.
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B.3

b)

There is no limit on the number of orders that may be issued. The
District may issue orders requiring delivery to multiple destinations or
performance at multiple locations.

Any order issued during the effective period of this RFP and not
completed within that period shall be completed by the Contractor
within the time specified in the order. The RFP shall govern the
Contractor's and District's rights and obligations with respect to that
order to the same extent as if the order were completed during the
contract's effective period; provided, that the Contractor shall not be
required to make any deliveries under this contract after the term of the
contract specified in Section F.1.

The District will pay the Contractor through incremental payments following the District’ s
receipt and approval of the deliverables as determined by the Contracting Officer Technical
Representative (COTR). Following the District’ s receipt and approval of each deliverable,
the Contractor shall prepare and submit an invoice to the COTR as set forth in Sections H.21
through H.23 of the RFP. The District will make payment based on the RFP price for that
deliverable. The District will pay the Contractor for the ongoing operations tasks on the
submission of a monthly claim processing report by the Contractor to the COTR.
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B.4 PRICE SCHEDULE — Summary of Periods One through Seven

Enhancements and I mplementation
(from Pricing Schedule B.4.1)
Period One $

Operations (from Pricing Schedules B.4.2)
Period Two

Period Three

Period Four

Period Five

Period Six

@ B B B B H

Period Seven

Total Price (For Periods One through Seven)



Medicaid Management Information System
RFP No. POTO-2006-R-0077

B.4.1 Price Schedule for Enhancements and I mplementation Tasks
Period One (18 Months)

a) Amount for Successful Completion of the $

Phase 2 Design subtask (20% of the total amount for
Enhancement and Implementation) as described in Section C.7.12
and Section H.22

b) Amount for Successful Completion of the $

Phase 2 Development/Testing (20% of the total amount for
Enhancement and Implementation) as described in
Section C.7.17 and Section H.22

¢) Amount for Successful Completion of the $

Phase 3 Conversion Subtask (10% of the total amount for
Enhancement and I mplementation) as described in
Section C.7.18 and Section H.22

d) Amount for Successful Completion of the $

Phase 3 Acceptance Testing Subtask (20% of the total amount for
Enhancement and Implementation) as described
in SectionC.7.19 and Section H.22

€) Amount for Start of Operations (10% of the total amount for $

Enhancement and Implementation) as described in
Section C.7.20 and Section H.22

f)  Amount for Federal Certification (20% of the total amount for $

Enhancement and Implementation as described in
Section C.5.7 and Section H.22

Total Firm Fixed Price Offer for $

Enhancement and I mplementation (100%)



Medicaid Management Information System
RFP No. POTO-2006-R-0077

B.4.2 Price Schedulefor Operations

Period [tem Estimated Price Per Estimated Period Price
Description Number of Claim
Claims
2 Operations 12,000,000
(12 Months) | Sections $
C8&C.9
3 Operations 12,000,000
(12 Months) | Sections $
C8&C.9
4 Operations 12,000,000
(12 Months) | Sections $
C8&C.9
5 Operations 12,000,000
(12 Months) | Sections $
C8&C.9
6 Operations 12,000,000
(12 Months) | Sections $
C8&C.9
7 Operations & 6,000,000
(06 Months) | Turnover $
Sections C.8,

C9 & C.10
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B.4.3 OPTIONAL RESOURCE PERSONNEL
Periods 2through 7 Health Care Analyst/
Asdescribed in Sections Data Analyst Programmer
C.4.3,and C.4.6 Monthly Rate Monthly Rate
(Notes 1,2) (Notes 1,2)
Period Two $ $
Period Three $ $
Period Four $ $
Period Five $ $
Period Six $ $
Period Seven $ $

Note 1. Enter the monthly rate for one full time person working 160 hours per month.
Note 2: Theserates are not to be transferred to Schedule B.4. These rates will be evaluated but will
not to be considered in the total price offered. Please refer to subsection H.23 and L.8.4.
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SECTION C: SPECIFICATIONSWORK STATEMENT

C1l

SCOPE:

Cl2

C.13

Cl4
C.15

C.16

C.17

C.18

The District of Columbia requires the enhancement, implementation and
operation of a certified Medicaid Management Information System (MMIS) to
perform the functions described in this RFP and those that will be defined
during requirements analysis phase as described in Section C.7.1 Design
Subtask .

The solution the Contractor provides shall meet al requirements described in
this solicitation, shall meet al HIPAA regulatory requirements, and must be
certified by Center for Medicare and Medicaid Services (CMS). The solution
shall have the following characteristics:

1) Contemporary functionality
2) Operational reliability
3) Enhancement capability
4) Maintainability
5) Portability
6) Capability to qualify for maximum Federal Financia Participation
(FFP)
The Didtrict will determine that the proposed system has these characteristics.

The District is seeking a Contractor to provide an existing CM S-certified
MMIS system with enhancements as specified by the District.

It is anticipated that the current Medicaid Management Information System
will continue to be operated by the incumbent MMIS Contractor until the new
systemisin full operation as specified in Section H.37.7 of this solicitation.

Section C.1.8 details the automation and operational needs of the District
Medicaid Assistance Administration being sought as part of this procurement.
This section highlights those requirements the enhanced system must satisfy
to support District Medicaid managers and Medicaid Management
Information System (MMIYS) users.

The identified functional system requirements are genera in nature and
impact the mgjority of applications within the MMIS. They include the
following:

1. Flexibility - The Contractor shall design the new MMIS using arules-
based and table driven structure. The MMIS shall be user friendly and

8
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shall facilitate program changes; maintenance and implementation of
edits and audits; the adding of new provider types and specialty codes.
These tables shall support add/change/del ete transaction capabilities
with al transactions appearing in an online, real time audit trail report.

2. System Navigation —The Contractor shall incorporate user friendly
system navigation capabilities and a graphical user interface (GUI)
that allows users to move freely throughout the system by accessing
pull down menus and “point and click” navigation in the enhanced
MMIS. In addition, the Contractor shall complete the navigation
process without having to enter identifying data multiple times. “Help”
screens shall be included and shall be context-sensitive in order to
provide for ease of use.

3. On-line Flexible Query Capability - The Contractor shall include the
capability to query data on-line for provider, recipient, reference,
claims using multiple parameters, including partial match or wild card
search/capabilitiesin the MMIS. For example, the ability to query
claims information by provider identification, recipient identification,
date of service, date of payment, procedure code, provider type, or any
other element in the claim record, either in combination or separately.

4. On-line Flexible Update Capability - The Contractor shall provide
flexible on-line update capability for provider, recipient, reference,
claims, and other files, and manuals in the MMIS.

5. On-line Viewing of Reports and Manuals— The Contractor shall
provide an MMIS that alows the users to view reports and manuals
on-line.

6. Claimsand Data Storage- The Contractor shall maintain six (6)
years of adjudicated (paid and denied) clams history by paid date on a
current, active claims history file for use in audit processing, or-line
inquiry and update, and printed claims inquiries. All datain the clam
record, claim attachments(s), files, tables, as well as the data
supporting editing, auditing, and processing in force at the time of a
claim's adjudication, must be maintained for six (6) years to support
the claim processing, on-line display, retrieval, and reporting of these
claims.

7. Notes Functionality - The District shall have the capability to accept,
track, link, and secure MMIS user notations or comments. These notes
relate to providers, clients, reference file updates, prior authorizations,
surveillance and utilization review (SUR), and third party liability
(TPL) actions.
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8. SURS/TPL Functionality — The District seeks to obtain mission

critical enhancements by including improvements in the new system
such as amodern, user friendly Surveillance & Utilization Review
subsystem and a case management system for use by both the Third
Party Liability and SURS units to minimize the effect on providers and
posture the Digtrict for efficient and effective future operation of the
system to meet MAA mission and known District and Federal
requirements.

Other MMI1S Enhancements — The Contractor- led functional
requirements work sessions shall result in the identification of

additional functional requirements that shall be enumerated in the
RFP.

C.1.9 This section describes the specifications and work tasks for providing, enhancing,
implementing, operating and tur ning over the District of Columbia Medicaid

Management Information System (MMIS). The requirements are divided into the
following four areas:

A W NP

Data Processing Requirements (C.3)
Organization and Staffing Requirements (C.4)
Operations Requirements (C.5)

MMIS Functional Requirements (C.6)

C.1.10 The Contractor shall include meeting each of the requirements presented in this
section and the way that the requirement will be met shall be addressed in the
Contractor's proposal.

C.1.11 APPLICABLE DOCUMENTS

[tem Title Document Type Date
No.
1 State Medicaid 42 CFR 433, Subpart C Current
Manua and Part 11 Version
2 Health Insurance 42 CFR 433.112, 45 CFR | Current
Reform Parts 160, 162 and 164 Version
3 CLIA regulations and | Clinical Laboratory Current
related Federa Improvement Act (CLIA) | Version
Register publications
4 Federa DUR OBRA 90 Current
regulations Version

10
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C.1111 The Contractor shall comply withthe following MMIS applicable
requirements guidelines:

1. Meet or exceed all system requirementsin 42 CFR
433, Subpart C and Part 11 of the State Medicaid

Manudl;

2. Meet or exceed al requirements in accordance with 42
CFR 433.112, 45 CFR Parts 160, 162 and 164, [CMS-
0149-F] Hedlth Insurance Reform — relating to
Standards for Electronic Transactions, Code Sets,
Identifiers, Security, and Privacy of health information
of Health Insurance Portability and Accountability Act
(HIPAA) and National Provider Identifier (NPI).;

3. Meet or exceed al functiona requirements identified
in the RFP;

4. Provide the information and processing necessary to
support the Clinical Laboratory Improvement Act
(CLIA);

5. Begin processing of all claim types on or before the
Operational Start Date as defined in Paragraph
H.37.6 OPERATIONAL START DATE -
PERFORMANCE REQUIRMENTS.

C.111.2 The five requirements listed in C.1.11.1, are followed by scope of
work descriptions for the four major contractor tasks. The Contractor
shall, under direction of the District, design, enhance, test, implement,
operate, and maintain and modify a MMIS for the District of
Columbia. The scope of work for this contract includes the following
four major tasks:

Enhancement and Implementation Task (C.7)
Operations Task (C.8)

Modifications Task (C.9)

Turnover Task (C.10).

A w NP

C.1.11.3 In each of the above subsections task is discussed in detail. The
requirements, responsibilities, deliverables, and milestones for each
task are divided into subtasks. The subtasks presented are to be
considered by the offerors as the minimum requirements of this RFP.
Although the subtasks are described sequentialy, it is recognized that
most methodol ogies will involve subtask overlap and complex

11
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dependencies. The offeror's detailed project plan shall display each of
these overlaps and dependercies. The completion of atask shall
consist of District approval of al deliverables for that task. The
payment approach for the Enhancement and Implementation Task and
the Operations Task are presented in Subsection G of the RFP.

C.1.12 DEFINITIONS

Acceptance Testing - The last phase of MMI S testing prior to final acceptance of the
system.

Ad Hoc - On-request or specially requested; not scheduled. Refers to one-time, special
reporting requests.

Adjudicate- Determination of whether a claim, or claim adjustment, or void claim isto be
paid or disallowed by the MMIS.

Adjudicated Claim - A claim which has moved from pending status to final disposition,
either paid or denied.

Adjustment - A transaction which changes the payment amount, units of services, and/or
other information on a previoudly paid claim.

AFDC - Aid to Families with Dependent Children.

Agency - Any department, commission, council, board, office, bureau, committee,
institution, agency, government, corporation, or other establishment of the
executive branch of this state authorized to participate in any contract
resulting from this solicitation.

Aid Category - The designation in which a person is eligible for medical and health care
under Medicaid.

Allowable Service- A benefit authorized by the Medical Assistance Administration and
rendered to an eligible recipient by an eligible provider.

ANSl - American National Standards Institute.

ANSI COBOL - The American National Standards Institute has published a 1968 and a
1974 set of standards for the industry’ s most widely used computer
programming language COBOL (Common Business Oriented Language).
ANSI COBOL compiler would meet one of these standards.

APC - Ambulatory Payment Classifications.

APD - Advance Planning Document. This document is prepared by a state Medicaid
agency in advance of a Medicaid fiscal intermediary procurement and
submitted to the Centers for Medicare and Medicaid Services for review. It
documents the planned approach to the procurement and any modifications to
the MMIS.

Appeals- The administrative process through which the recipients or providers can
appeal adverse decisions in respect to eligibility, coverage or payment.

BENDEX - Beneficiary Data Exchange. A file containing data from the Federal
government regarding all persons receiving benefits from the Socia Security
Administration and the Veterans Administration.

Beneficiary - The Medicare term for arecipient.

12
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Benefits - A schedule of coverage that an eligible participant in the program receives for
specific health care services for the treatment of illness, injury or other
condition.

Billing Provider - The provider who is submitting the claim. Can be a different provider
from the servicing or rendering provider.

BusinessDay - A normal work day beginning Monday through Friday at 8:00 am. and
ending at 4:30 p.m. Eastern Standard Time, except District and Federal
holidays.

Buy-In - The process by which a state elects to pay the monthly premium for Part A &
B of Medicare.

Calendar Day - All days of the week including District and Federal holidays.

Capitation - A per-recipient prospective payment made to an at-risk provider. Usually
covers all services rendered on behalf of the capitated recipient although
partial capitation may exclude specialty services.

CaseManager - A person designated as the coordinator of resources for assigned recipients
in order to efficiently and effectively coordinate care.

Categorically Needy - All individuals recelving financia assistance under the State' s
approved plan.

Category of Service- A classification of medical services authorized under Medicaid (e.g.,
physician, inpatient hospital, ICF, etc.).

CCM - Client Case Management.

CCMS- Client Case Management System.

Certification - A review by CMS of an operational MMIS in response to a state’ s request for
seventy-five percent (75%) FFP to ensure that all legal and operational
requirements are met by the system.

CFR - Code of Federal Regulations. The Federal rulesthat direct a statein its
administration of aMedicaid Program and implementation and operation of an
MMIS.

Check Register - An output of the Claims Processing Subsystem which list checks approved
from the current adjudication cycle.

CICS- Customer Information Control System

Claim - A hill rendered by a single provider to the Medical Assistance Program for a
specific service(s) rendered to a single recipient for a given diagnosis or set of
related diagnoses. A claim can be submitted for payment in hard copy form,
Electronic Media Claims (EMC), or directly through on-line transmission.

Claim Detail - MMI'S produced reports displaying details of adjudicated claim history for
selected providers and/or recipients, or based on other selection criteria

Claim Line- A lineitem of a document or electronic media claim which bills for a specific
service(s) for asingle recipient from a single provider.

Clean Claim - An error-free claim or an adjustment which was originally received by the
Contractor can be processed without obtaining additional information or
substantiation from the provider of service or the Department.

CLIA - Clinical Laboratory Improvements Act.

CMS- Centers for Medicare and Medicaid Services (formerly HCFA).

COBRA - Consolidated Omnibus Budget Reconciliation Act.

Confidentiality - All reports, files, information, data, tapes and other documents provided to
and prepared, developed, or assembled by the Contractor shall be kept

13
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confidential in accordance with federal and state laws, rules and regulations
and shall not be made available to any individual or organization by the
Contractor without prior written approval of the District.

Consequential Damage —
A "consequential damage” is afinancial loss or injury to the District caused
by the Contractor's failure to meet specified performance requirements.
The "actual damage" to be paid as aresult of such consequence is equal to the
exact amount of financial loss incurred by the District as specified in the
following paragraphs.

Contract -  The written, signed agreement resulting from this RFP for operation of the
MMIS.

Contractor - The successful offeror, after being awarded the single contract under the RFP.

Cost Avoidance - A term describing procedures or systems of ensuring that the recipient’ s
known other nonMedicaid health insurance resources were pursued prior to
payment by Medicaid. MMIS typically has edits that deny or pend aclaim
unless there is evidence that the claim had already been submitted to these
entities.

Cost Factor - A percentage factor which indicates the percent of total charge paid to an
ingtitutional provider by Medicaid.

Cost Settlement - An auditing process by which interim claims payments to cost based
providers are adjusted yearly to reflect actual costs incurred.

Covered Services- Service and supplies for which Medicaid will reimburse the provider.

CPAS- Claims Processing Assessment System required by CM S used to identify
claims processing errors.
CPI - Consumer Price Index. Revised Consumer Price Index for Urban Wage

Earners and Clerical Workers, U.S. City Average (1967 = 100), al items, as
published by the Bureau of Labor Statistics of the United States Department
of Labor.

CPT-1V - Current Procedural Terminology - Fourth Edition. A unique coding structure
scheme for all medical procedures approved by the American Medica
Association.

Credit - A hedlth care claim transaction which has the effect of reversing a previousy
processed claim that has a corresponding original claim transaction.

Crossover Claim - A claim for services rendered to a recipient eligible for benefits under
both Medicare and Medicaid. These claims are initially adjudicated by the
Medicare intermediary or carrier.

CRT - Cathode Ray Tube.
Cutover - The date on which the successful bidder begins full and complete operation of
the LMMIS.

Data Element - A specific unit of information having a unique meaning.

DC WAN - District of Columbia Wide Area Network.

Denied Claim - A Claim for which no payment is made to the provider.

Diagnosis Code - The coding structure for al diagnosed medical conditions covered by
Medicaid for claims payment.

Discussions - For the purposes of the RFP presentations, a formal, structured means of
conducting written or oral communi cations/presentations with responsible
Proposers who submit proposals in response to this RFP.

14
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DME - Durable Medical Equipment. A category of service involving medical
equipment and supplies for home or institutional use.

DRG - Diagnosis Related Group. A prospective inpatient hospital reimbursement
methodology used in Medicare. Under DRG, a single flat amount is paid per
discharge.

Disallow -  To determine that a billed service(s) is not covered by Medicaid and will not
be paid.

Disaster Recovery Plan - Plan developed and maintained by the Contractor for an orderly
shutdown of operations along with detailed plans for resumption of operation.

Dispensing Fee - The dollar amount paid to a dispenser of drugs as compensation for his
professional services.

Drug Rebate Program - A program mandated by OBRA >90 in which states are eligible to
collect rebates from drug manufacturers for drugs paid under Medicaid in
exchange for an open formulary.

DOH - Department of Health

Duplicate Claim - A Claim that is either totally or partially an exact or near duplicate of
services previoudly paid. It is detected by comparison of anew claim to
processed claims from history files.

DUR - A therapeutic drug utilization review program designed to identify recipients
at high risk for drug induced illness, communicate these risk factors to
physicians and pharmacies, and nodify drug therapies to reduce or eliminate
these risks.

DUR Committee - Administrative control mechanism that is a crucial element in the
management of the pharmaceutical component of the Medicaid Program. The
committee is composed of physicians and pharmecists.

EDP - Electronic data processing
EVS- Eligibility Verification System.

Effective Date of Contract - The effective date of the Contract shall be the day all
signatures have been obtained.

Eligible Provider - A provider of health care services entitled to payment under the DC
Medical Assistance Administration (MAA) for rendered authorized servicesto
an eligible recipient as established and certified by the
Department

Eligible Recipient - An individual entitled to health care services under the Medicaid
Program as established and certified by the Department to the Contractor.

EMC - Electronic media claims (tape, disk, and telecommunications).

Encounter - In some states with capitated programs, the term for a pseudo-claim which
must be submitted by the PHP/HMO for utilization reporting, not claims
payment purposes.

Enhancement - An augmentation and/or a change to the MMIS. An improvement to the
basic system which either increases functionality or makes the system run
more efficiently.

EPSDT - Early and Periodic Screening, Diagnosis, and Treatment (for children under
21 years of age)
FFP - Federal Financial Participation. A percentage of State expendituresto be

reimbursed by the Federal government for medical assistance and for the
administraive costs of the Medicaid program.
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Fiscal Intermediary - An organization under contract to perform functions such as claim
processing for the Medicaid Program

GSD - Genera System Design. The definitive guidelines stating all systems
requirements for a certifiable MMIS.

GUI - Graphical User Interface

HCBS- Home and Community Based Services

HCFA - Health Care Financing Administration (now referred to as CMS) of the U.S.
Department of Health and Human Services

HIC - Health Insurance Claim number of the Medicare beneficiary

HCPCS - The CMS Common Procedure Coding System

HIPAA - Health Insurance Portability and Accountability Act

History File- A file containing extracts of all past paid claims (or past recipient activity or
past provider activity) that can be used for surveillance and trend
development.

HMO - Health Maintenance Organization.

Home Health Care- Any of the services, therapy, or equipment charges covered by
Medicaid when the provider performs these services at the residence of the
recipient.

Hospital Based Physician - A physician having an agreement with a hospital whereby he
receives fees for services performed for that hospital.

ICD-9-CM - International Clarification of Diseases, Clinical Modification

Inpatient Care - All services and procedures covered by Medicaid when the recipient
requires an acute hospital stay.

IMA - Income Maintenance Administration.

Institution -  An organization which provides medical services for persons confined within
its structure (e.g., hospital, nursing home, etc.).

Intermediate Care Facility (ICF) - A long-stay institution which provides care for a
recipient, who is usually not bed-ridden, at alower cost than inpatient hospital

care.

LAN - Local Area Network.

LTC- Long-Term Care.

MAA - Medical Assistance Administration

MAC - Maximum Allowable Cost. The highest unit cost at which a drug will be paid

Managed Care- A term denoting management of recipient care by a provider or case
manager to encourage maximum therapeutic efficacy and efficiency through
service planning and coordination. Also used
in reference to prepaid, capitated health systems.

Manual Pricing - Pricing aclaim “by hand”. Usually performed due to the specia nature of
the service, e.g., no code exists; no allowed amount exists for a covered
benefit, etc.

MARS - Management and Administrative Reporting Subsystem

Medicaid - The Title XI1X Medical Assistance Program intended to provide Federal and
State financia assistance for health and medical care of eligible persons.

Medicaid Quality Control (MQC) - Federaly required review by the Department to verify
the accuracy of claims paid.

16



Medicaid Management Information System
RFP No. POTO-2006-R-0077

Medical Review - Pre-payment review conducted by the Contractor to assure accurate
payment for procedures and/or diagnosis that require review by medical
professionals.

Medically Needy - Those individuals whose income and resources equal or exceed those
levels of assistance established under a State or Federal Plan but are
insufficient to meet their costs of health and medical services

Medicare- The Title XVII Hospital and Medical Insurance Program intended for persons
65 or older, blind, or disabled. The program is 100 percent financed by the
Federal Government through SSA from the
National Trust Fund.

Microfiche- An image storage media commonly used for storing claims history. The
document is filmed, indexed and developed on individual microfiche.

Microfilm - An image storage media commonly used for storing claims history. The
document is filmed, indexed and developed on individual microfilm rolls.

MMIS - Medicaid Management Information System

National Payer |dentification - The National Payer Identification is a project in which a

unique identifier, called a Payer ID, will be assigned to every payer of health
care claims, eliminating the need for multiple numbering schemes.

NDC - National Drug Code. The national standard formulary 11 digit code used by
most states to uniquely identify drugs. Codes are assigned by the FDA.

National Provider Identifier - A universally recognized, unique identifier assigned
permanently to every provider of health care services or supplies by CMS.

OCTO - Office of the Chief Technology Officer.

OSCAR - Online Survey Certification and Reporting.

Parallel Testing - Testing based upon comparison of old and new system results. Requires a
period of parallel operation where both systems operate and used the same
data.

Pay and Chase- A term which denoting the practice of paying aclaim in behalf of a
recipient with third party resources and then recovering from the responsible
parties. This is done when the third party resources are not known at the time
of payment. Pay and Chase is most common with recovery claims involving
casualty cases.

PDL - Preferred Drug List

Peer Review - An activity performed by group or groups of practitioners or other providers
by which the practices of their peers are reviewed for conformance to
generally accepted standards.

Pended Claim - A claim that is put in suspense by the Claims Processing Subsystem for
some reason(s) requiring manual review and resolution by clerical or
professional staff before further processing can take place.

PMP - Project Management Professional.

POS - Point of Sale.

Prepayment Review - Administrative sanction requiring review of aprovider’ s claims prior
to payment imposed against a medical service provider whose billing practice
has been found in noncompliance with the Department’ s policies and
procedures, and/or statues and regulations. This review shall be conducted by
the Contractor.

Prior Authorization (PA) - Approva given in advanced by the Medica
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Assistance program to a provider for a service to arecipient.

Procedur e Code - The coding structure for all medica procedures covered by Medicaid.
(See HCPCS).

Prospective-DUR - Prospective drug utilization review. A review of a patient’ s drug
regimen before a prescription isfilled.

Profile - An outline of the most outstanding characteristics of a provider practice in
rendering health care services or of recipient usage in receiving health care
services.

Provider - A person, organization, or institution certified to provide health or medical
care services.

Recipient - A person dligible to receive the benefits of Medicaid/non Medicaid under one
of severa aid categories.

Relational Data BaseM anagement System (RDBM S) - A rules-based and table driven
architecture with the interfacing subsystems, including claims processing, so
they will function as one system on multiple physical platforms.

Remittance Advice (RA) - A document which accompanies areimbursement check to a
provider. It indicates the reason for pending, denial, and/or payment
reductions from billed charges.

EOMB - Recipient Explanation of Medicaid Benefits. A notice issued to Medicaid
recipients that explains the paymert of services made on their behalf and
requests verification that the service was actualy received.

Retroactive - Refersto “back dated” coverage or service date in which a person was
determined to be eligible for a period prior to the month in which the
application was initiated.

Retrospective Drug Utilization Review - A review of apatient’ s drug regimen designed to
identify patients at risk for drug induced illness and/or interactions.

Screening Services- Physical examinations and immunizations for recipients under age 21,
with referral for special treatment if needed.

Service Limitation - A maximum amount of services allowable for a recipient for a given
time period, such as 12 physician visits per fiscal year.

Skilled Nursing Home Facility - A long-stay institution which provides care for a recipient
who is usually bed-ridden.

SMI - An SSA abbreviation for Supplemental Medica Insurance. It is also known as
“Part B” of Medicare.

Specialty -  The specialized area of practice for a physician, such as Pediatrics, Pathology,
etc

Specialty Certification - Certification or approval by a National Professional Academy,
Association, or Society which designates that this provider has demonstrated a
given level of training or competence and isa*“fellow” or specialist.

SSA - Social Security Administration

SSl - The Supplemental Security Income program administered by the Social
Security Administration. This program replaced previous State administered
programs for aged, blind and disabled recipients (except in Guam, Puerto
Rico, and the Virgin Ilands).

SSN - Socia Security Number.
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StatePlan - The document by which the State outlines to CM S the amount, duration, and
scope of Medicaid services to be provided and the reimbursement mechanism
utilized in servicing specified groups of eligible.

SURS- Surveillance and Utilization Review Subsystem.

SURS Unit - The section of the Contractor’ s organization responsible for surveillance and
utilization review activities in the Digtrict.

Survelillance - Activities designed to monitor the expenditure of Medicaid funds and
services.

System - A set of computer and human oriented procedures which operate as a
regularly interacting or interdependent group of activities forming a unified
whole.

System Testing - The process integrates testing of all components of the system.

TCN - Transaction Control Number. A unique ten digit number including year,
Julian date of receipt, media code, sequence, and line item assigned by the
Contractor to al financial transactions except origina claims for control
purposes.

TCP/IP - Transmission Control Protocol/Internet Protocol

TEFRA - Tax Equity and Fiscal Responsibility Act.

Third-Party Liability (TPL) - A condition whereby a person or an organization other than
the recipient or the Medicaid Program is responsible for medical costs
incurred by the recipient (Workman' s Compensation, health or casualty
insurance company, another person in the case of an accident, etc.).

Transition - The system conversion from the Contractor to the State or successor

Contractor.
Turnover - Thetransfer of the MMIS to the State and/or a successor Contractor
UB-92 - The latest version of the uniform hospital billing form approved by the

American Hospital Association. This claim form is usually used by inpatient
and outpatient hospitals.

UPIN - Unique provider identification number assigned by Medicare.

Usual and Customary Fee Schedule - The file containing the reasonable charges of a given
procedure to be reimbursed to a practitioner. The reasonable charge can vary
according to different regions in the District.

Utilization Review - The process of monitoring and controlling the quantity and quality of
health care services delivered under Medicaid Program.

Waliver - An exception requested of or granted by CM S in response to a request from a
state, usually regarding some required aspect of Medicaid regulations in order
to implement a new program or system.

Workman’ sCompensation - A type of third-party coverage for medical services rendered
as the result of an onthe-job accident or injury to arecipient for which his
employer’ sinsurance company may be obligated under the Workmen’ s
Compensation Act.

Workstation equipment - for purposes of this RFP includes, but is not limited to: laser
printers, microcomputers, terminal cabinetry, and site-specific
communications devices that shall be installed in the District offices for the
purpose of providing access to the MMIS database. It shall also include any
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C2

C21

C.22

C3

C31

upgrades to existing LAN equipment and software, including bridges, servers,
cables, and printers.

BACKGROUND

The District of Columbia s Medicaid program serves over 140,000 clients and utilizes over
7,000 service providers. Many of the current client population (over 90,000 individuals)
receive their services through a managed care delivery mechanism. The District’ s current
MMIS was designed and implemented to support the traditional fee-for-service delivery
model and is not adequately suited to support the managed care environment especialy in an
eraof rapidly changing and expanding programs.

The District of Columbia uses the services of a Contractor to operate and maintain the
Digtrict’ s certified MMIS. The re-procurement of the services of a claims processing
Contractor will support the District’ s $1.3 billion Medicaid program.

The Contractor selected by the District through the procurement process shall be required to
provide to the District a system used in a currently operational and CM S certified MMIS and
implement certain system enhancements and improvements prior to assuming operational
responsibilities.

DATA PROCESSING REQUIREMENTS

The following subsections present the data processing requirements that the Contractor shall
meet during the design, enhancement, implementation, and operation of the District of
Columbia Medicaid Management Information System (MMIS).

SECURITY, PRIVACY, CONFIDENTIALITY, AND AUDITING

The Contractor shall ensure the MMIS system provides for safeguarding of data and for
physical security of the processing facility. It shall incorporate features for maintaining
program integrity to assure that the fiscal capabilities of the system are not abused.
Additionally, the Contractor shall provide a system for access control to the data and system
software. Finaly, the Contractor shall provide adequate backup and recovery features to
ensure that the service delivery function can continue in cases of system unavailability and
that the system can be reconstructed in the case of a disaster at a data processing facility.

The Contractor shall ensure that the MMIS implementation and operations are in accordance
with Federal regulations and guidelines related to security, confidentiality, and auditing.
Relevant publications to include:
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C31l1

1
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Guiddlines for Implementing the HIPAA privacy act in accordance with 45 CFR 164.501
and 45 CFR 164.502(g) and security act in accordance with HIPAA Security Final Rule
[45 CFR 8160, 162 and 164.
Computer Security Guidelines for Implementing the Privacy Act of 1974 (FIPS PUB 41).
Reserved for future use

Reserved for future use.
An independent opinion on MMIS Type Il SAS 70 Audit in accordance with the
Generally Accepted Auditing standards (GAAYS) established by the American Institute of
Certified Public Accountants. See Section H.47 - SAS 70 — Audit of MMIS Scope of
work.
The Contractor shall perform an independent HIPAA Security assessment and
penetration test ongoing yearly or when major changes applied to the MMI'S processing
environment to conform with the Health Insurance Portability and Accountability Act
(HIPAA). The District must approve the independent contractor selected to perform the
tests. See Section H.48 — HIPAA Security ongoing assessment and penetration test.

On-Line and Application Security

The Contractor shall design and implement various levels of security within the MMIS
on-line applications, including, but not necessarily limited to, the following features:

1. The Contractor shall provide unique log-on for each user;

2. The Contractor shall provide required passwords that will expire on a
staggered schedule and that can be changed at any time by appropriate
Disgtrict or Contractor management personnel;

3. The Contractor shall provide restriction of application and/or function
within application to specific log-on;

4. The Contractor shall provide audit trails of al transactions by log-on,
time entered, and source of entry (terminal), including all attempted
transactions;

5. The Contractor shall provide access control to all data and to the
applications software; the system shall employ password protection to
restrict access to varying hierarchical levels of data and function;
passwords must restrict access to data on a "role-based security” basis as
well as restriction of functions, including inquiry only capabilities; global
access to al functions will not be permitted,;

6. The Contractor shall provide the same hierarchical password protection,
as well as a systeminherent mechanism for recording any change to a
software module or subsystem. The Contractor shall propose procedures
for safeguarding the District from unauthorized modifications to MMIS;
and

7. Finaly, the Contractor shall provide technical security to ensure
unauthorized access to the communication network is not obtained.
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C313

C314

The Contractor shall further ensure that the system design facilitates auditing of computer
files and paper records and that audit trails are provided throughout the system, including any
conversion programs. Additional specific requirements related to security, confidentiality,
and auditing are detailed in the following subsections.

Physical Security

Regardless of the equipment configuration selected by the District, it isimportant that the
Contractor shall implement effective physical security measures which shall be
maintained for any proposed MMIS equipment sites. At a minimum, the Contractor shall
provide for the MMIS project a method of restricting perimeter access to processor areas
and secured storage areas through a card key or other comparable system, as well as
accountability control to record access attempts, including attempts of unauthorized
access. Physical security shall include additional features designed to safeguard
processor site(s) through required provision of fire retardant capabilities, as well as
smoke and electrical alarms, monitored by security personnel.

Program Integrity

The Contractor shall protect the integrity and confidentiality of recipient and other data
by safeguards that assure information is not released without proper consent. Further, all
individuals having access to the confidential data shall comply with the District rules and
policies related to confidentiaity.

Backup and Recovery

It iscritical that the Contractor place procedures and facilities to ensure that, in the event
of major problems at any processor site(s), a mechanism exists to reconstruct the system
and the affected data. The Contractor shall address regardiess of the physical architecture
of the MMIS system, adequate backup and recovery mechanisms.

At aminimum, there are three types of situations which could arise and which shall be
addressed by the Contractor to ensure ongoing operations:

1. Thefirst typeisamgor disaster where the central computer installation
and resident software are destroyed or damaged.

2. The second type of problem is system or application dependent. It can be
the result of network failure, software error, or operationa errors. The
result may be that one or several days processing isinvalid and
consequently, the data is corrupted or invalid.

3. Thethird type of situation stems from the possibility that the system will
be unavailable from time-to-time. Contractors are required to thoroughly
describe their approach to maximizing system availability at the local
level.
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Audit and Control Requirements

C3151

C3.15.2

C3.153

C3154

C.3.155

C.3.1.56

C3.157

Audit and control considerations are especially important where alarge
number of staff with diverse skill levels and responsibilities interface directly
with the system. Audit and control features apply to all areas of a system and
shall, therefore, be considered an integral part of the overall architecture of the
system. The audit and control requirements for the MMIS are described
below in terms of data control, error correction and audit trails

The MMIS shall contain a sufficient number of controls that meets or exceeds
the HIPAA requirements for Security and Privacy to maintain the integrity of
the data and information involved. The Contractor shall provide the following
three types of controlsto the MMIS:

1. Preventive Controls: Controls designed to prevent errors and
unauthorized events from occurring,

2. Detective Controls. Controls designed to identify errors and
unauthorized transactions which have occurred in the system,
and

3. Corrective Controls. Controls to ensure that the problems
identified by the detective control are corrected.

The Contractor shall provide these controls at al appropriate points of
processing — e.g., application, database, front end, infrastructure, and network.

The Contractor shall incorporate audit trails in the system to allow

information on source documents to be traced through the processing stages to
the point where the information is finally recorded. The Contractor shall
provide the ability to trace data from the final place of recording through to
the source document. These audit trails shall be supported by listings,
transactions reports, update reports, transaction logs, and application and
system error logs.

The Contractor shall ensure that the system facilitates auditing of individual

claims. Thisshall be accomplished by providing audit trails throughout the
system and conversion programs which identify and track changes to master
file data and all edits and audits encountered, resolved, or overridden.

The District will only permit global overrides of edits and audits in writing.
The Contractor shall document use of other overrides and obtain approval
from the District for the edit disposition manuals. Only authorized operators
may override edits and audits. The Contractor shall create and maintain an
audit trail of all approved override transactions.

The Contractor shall provide updates or changes to prices, reference files,
recipient eligibility, third-party liability, and provider file data that is highly
controlled and maintain the appropriate audit trails. The Contractor shall
report all updates to MMISfiles and al error (rejected) update transactions to
the District.
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C.3.1.5.8 The Contractor shall update each record changed with the date of the change

and the identification of the person making the change. These dates and
identifications shall display on any online inquiry screens and reports
showing file data

C.3.16 Security Administration

Security features are only effective if utilized in conjunction with a prescribed security
plan. The District will monitor the Contractor's security administration to ensure that the
features built into the system are continuoudly effective. The Contractor shall perform
security maintenance function to include periodic review of processor site(s) as well as
periodic changes in passwords.

C.32 MMISHARDWARE AND SOFTWARE

C.3.2.1The District intends to maximize new technology and mainframe integration. The
Contractor shall provide new technology to include:

A w DN P

Workstation equipment that adheres to the District’ s standards;
Video Conference through broadband connections to the Internet;
Document Imaging and Document Management

Microsoft Internet explorer compatible solution with standard web

navigation functionality

C.3.2.2The technology shall provide the new hardware and software to enhance the system's
function in a cost effective manner and meets the District’ s technology standards.
Any proposed interfaces with District equipment, and integration of District
equipment resources into proposed solutions, shall conform to District hardware and
software as stated in OCTO’ s Professional Guide To IT Architecture and Security
Standards, DC Government 2005 which is posted at www.OCTO.dc.gov.

C.323
C3231

C3.23.2

Workstation Equipment

The Contractor shall provide workstation equipment whichincludes, but is not
limited to: laser printers, microcomputers, terminal cabinetry, and site-specific
communications devices that shall be installed in the District offices for the
purpose of providing access to the MMIS database. It shall also include any
upgrades to existing LAN equipment and software, including bridges, servers,
cables, and printers.

The Contractor following an approved project planby the District shall install
approved workstation equipment at the offices within the first month after the
contract award. The Contractor shall develop afina list of workstation
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C324

C.325

locations which will be approved by the District as a subtask within the
Enhancement and Implementation Task.

C.3.2.3.3 Equipment characteristics that shall meet the minimum requirement in
configuring the optimum technology as defined by the District Technology
Office standards and the minimum workstation for CICS like systems screens,
if proposed shall include:

1. Keyboard features,
2. CRT screen display size and graphics capability,

3. Need for upper and lower case character display on CRT
screens,

Extensive use of numeric characters,
Screen print capability,

Degree of intelligence at workstation,
Equipment footprint and overall size,
System security, and

Printer speeds.

© ®© N o g A

Video Conferencing

The Contractor shall implement Video Conferencing via the Internet using
the TCP/IP technology in the local DC area, and other remote facilities
during development and/or continuous modification support with the local
District and Contractor’ s staff.

I maging

The Contractor shall maintain imaging files, provide MAA access and retrieval functions
to those files, and create any new imaging environment proposed to meet the functional
requirements of this RFP. The Contractor shall convert historical images to the new
environment and provide MAA access and retrieval capability. The specifications for the
formats and protocols used to create and store the current imaging files are contained in
the procurement library

C.33 SYSTEM RESPONSE TIME

The following subsection describes various response time standards.

25



Medicaid Management Information System
RFP No. POTO-2006-R-0077

C331 System Response Time Standards

C.3.3.1.1 The Didtrict shall measure the response time during normal working hours,
which are 7:00 am. to 5:30 p.m., Eastern Time, Monday through Friday,
except for District holidays.

C.3.3.1.2 The Didtrict shall measure the response time of workstations connected to a
processor and not functioning in stand-alone mode. The District shall
measure the following elements of response time:

C.3.3.1.21 Record Search Time - Thetime elapsed after the
search command is given (after entering the data keys
for the search) until the list of matching records begins
to appear on the terminal device.

C.3.3.1.22 Record Retrieval Time - The time elapsed after the
retrieve command is given until the client data begins to
appear on the terminal device.

C.3.3.1.23 Screen Edit Time - The time elapsed after the last field
is filled on the screen with an enter command until all
field entries are edited with the errors highlighted.

C.3.3.1.24 New Screen/Page Time - The time elapsed from the
time a new screen is requested until the data from that
screen starts to appear on the terminal device.

C.3.3.1.25 PrintsInitiation Time - The elapsed time from the
command to print a screen or report until it appearsin
the appropriate queue.

C.33.2 System Response Time Requirements

C.3.3.2.1 The Contractor shall ensure that response times meet the following minimum
standards. The Didtrict shall measure the above elements response time at
intervals of 15 minutes during arandomly selected day each month The
Contractor shall provide a system that meets the following minimum
standards:

C.3.3.21.1 Record Search Time - The response time must be
within six (6) seconds for 98 percent of the record
searches.

C.3.3.21.2 Record Retrieval Time - The response time must be
within four (4) seconds for 98 percent of the records
retrieved.

C.3.3.21.3 Screen Edit Time - The response time must be within
three (3) seconds for 98 percent of the time.

C.3.3.2.1.4 New Screen/Page Time - The response time must be
within one (1) second for 98 percent of the time.
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C.3.3.215 PrintdInitiation Time - The response time must be
within three (3) seconds for 98 percent of the time.

C.34 SYSTEM ACCESSAND NAVIGATION

C341

C34.2

C.343

C344

The Contractor shall incorporate user friendly systems navigation technology

and a graphical user interface that allows al MMIS users to move freely
throughout the system using pull down menus, window tabs, and "point and
click" navigation following industry best practices and standards for system
usability. In addition, the navigation process shall be completed without having
to enter identifying data more than once. The use of GUI access shall be
standardized throughout the MMIS. The Contractor shall provide a system which
shall contain a user-friendly menu system, understandable by non-technical
users, that provides access to all functional areas.

This menu system shall be hierarchical and provide submenus for all functional
areas of the MMIS. However, the menu system shall not restrict the ability of
experienced users to directly access a screen, or the ability to access one screen
from another without reverting to the menu structure.

Menus shall reflect the hierarchical or tree structure of the screens. Each menu
item shall indicate alist of screens or alist of submenus to indicate screen
dependencies to the users. The system shall remain available to the user from log
on to system log off, without the need for intermediate system prompts. The
display shal provide for both upper and lower case alphabetic characters. There
may, however, be instances where the District will direct the Contractor to limit
certain displays to only upper or lower case displays. The system access, display,
and navigation requirements shall be standard for al users of the MMIS,
including users from other agencies and entities.

The Contractor shall provide for a context-sensitive access to a help facility from
any screen and any screen field. The MMIS shall contain drop down lists for the
usersto identify options available, valid values, and code descriptions, by screen
field. The graphical user interface shall not, in any part, consist of what is
commonly known as 'screen Scraped’ presentations of the output of the
transferred system.

C.35 CONSISTENCY OF DATA IN THE SYSTEM

The Contractor shall provide aMMIS system which shall provide consistent information to
the District. Therefore, the District mandates the following standards be used for all screens

and reports:
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C.36

C.3.7

. All headings and footers must be consistent with the standards agreed upon

by the District.

. PF-key usage must be consistent and displayed on all screens throughout the

system on GUI or CICS screens with a GUI front end with pull-down menus,
point and click navigation and context-sensitive help. Only those PF-Keys,
which are available for the screen, are to be displayed (screens only). This
requirement is relevant only for MMIS systems using CICS.

. Current date and time must be displayed.
. All references to dates must be displayed consistently throughout the system.

Century must be displayed and the date format must be mm/dd/yyyy. See
Subsection C.3.6 for further century date requirements.

. All data labels used must be consistent throughout the system and clearly

defined in user manuals and data el ement dictionaries.

. All MMIS generated error messages must be clear and sufficiently

descriptive to provide enough information for problem correction and be
written in full English Text. For example, Explanation of Benefits, HCPCS
definitions, and diagnosis definitions should be written completely and in
English.

CENTURY DATES

The Contractor shall design the MMIS so that all dates stored must identify the century and
use it correctly in calculations.

SYSTEM INTERFACES

The Contractor shall design an MMI S that will accept and send data online and using
electronic media from other District agencies and federal governments as external sourcesin
the format required by the District or federa agencies. All MMIS files, programs, and data
shall be available in real time to the District or Federal government upon request. This
requirement includes capability to provide automated data interface for aregular data
exchange with externa systems without any human intervention.

C.3.8SYSTEM TABLESFILES

C.3.8.1The Contractor shall make available all MMIS tables/files, programs, and data to the

District or federal government in real time and upon request. The Contractor shall
provide equipment and on- line inquiry access to all tables/files, database(s),
programs, and data at the Contractor's local facility to authorized District personnel.
In addition to any tables/files and/or extracts of tables/files that are scheduled to be
delivered to the District, the Contractor shall provide a copy of any other tableffile,
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along with documentation of its format, within five (5) working days of a written
request from the district. Each table/file request shal identify the files and the
version, the "as of" date, sequence, media, and number of copies. The Contractor
shall receive no additional compensation for production and delivery of such
tables/files.

C.3.8.2The Contractor shall maintain al MMIS tables/files for a minimum 90-day period
following the ypdate of the table/file with a more recent version, unless a longer
period isindicated elsewhere in this document or is mandated by Federa requirement
in which case the requirement for the longer period of maintaining the tableffile shall
prevail.

C.3.9 SOFTWARE AND HARDWARE COMPATIBILITY

C.3.9.1The Contractor shall provide programming languages approved by the District for all
GUI front-end, database, middleware, and communications software that shall be
compatible with the District-computing environment. Alternate languages may be
proposed with the understanding that they must be approved by the District. At the
time of any Turnover, the Contractor must take any actions necessary, including
software and data conversion, to enable the MMIS to be fully operational in the
District computer environment.

C.3.9.2The Contractor's telecommunications network shall be compatible with the Didrict’ s
standards for platforms and interconnections unless there are mutually agreed upon
exceptions.

C.3.9.3A ligting of District approved languages and standards are available in the
procurement library located at 2100 Martin Luther King Avenue, SE, Washington,
DC 20020.

C.3.10 CLINICAL CASE MANAGEMENT

The Clinical Case Management System (CCMY) is designed to provide a system for the
management of individual client's plans of care. This management system shall enable MAA
nursing staff to plan, implement, document, evaluate, coordinate or manage individual health
care delivery. The envisioned system shall be an independent component of the MMIS. The
system shall be Windows based and shall be shareable by District staff over the DC WAN.

The Contractor shall propose a solution for this function expressed as follows:
C.3.10.1 I nputs
The Clinical Case Management function must accept the following inputs:
(@ Client data;
(b) Provider data;
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C.3.10.2

C.3.10.3

C.3.104

C.3.10.5

C.3.10.6

C.3.10.7

C.3.10.8

C.3.10.9

C.3.10.10

C.3.10.11

C.3.10.12

(o) Client assessment file;

(d) Client hedlth servicesfile;

(e) Information from the Clinical Record,;

() Updates from CCM workers; and

(9) Current ICD, DRG, CPT, and HCPCS code tables,

Processing
The Clinical Case Management function shall have the following processing capabilities:

The application shall be web-enabled to allow for access by field staff. Web page
content must be in accordance with W3C HTML standards and allow delivery over
Proxy servers.

Point and click telephone dialing from the recipient or provider record.

The clinical case management function shall provide a complete patient information
notebook, populated with data derived from the eligibility system interface. Data shall
include patient and member demographics, benefit plan summary and history,
Primary Care Practitioner/OBGY N designations, and unlimited custom data fields
that users can add without intervention from developers.

The clinical case management function shall provide a complete provider information
notebook, populated with data derived from the provider system. The data shall
include provider demographics, specialty designation(s), network affiliation, and
unlimited custom provider data fields that users can add without intervention from
developers.

Maintain password control, in varying levels of security, of staff making changes to
clinical case management data. System should be able to authenticate users through
external authentication sources (example, Microsoft ADAM-based LDAP).

The system shall include outcome tracking (using industry standard or user defined
tools).

The system shall include an integrated flag and scheduling function.
The system shall include integrated coding tables.

The clinical case management function shall provide automated medical review
criteria

The clinical case management function shall be capable of assigning a status of
"suspended for medical review" to claims and maintaining claims on a suspense file.
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C.3.10.13

C.3.10.14

C.3.10.15

C.3.10.16

C.3.10.17

C.3.10.18

C.3.10.19

C.3.10.20

C.3.10.21

C.3.10.22

C.3.10.23

C.3.10.24

The clinical case management function shall provide access to the claims history and
shall contain diagnoses, procedures, all visits, prescriptions, institutional stays and
episodes of care.

The clinical case management function shall provide the ability to flag and monitor
recipients who shall be receiving restricted services.

The clinical case management function shall provide aworkflow process that
organizes and presents scheduled activities and tickler items for all users including an
automated to-do listing of referrals.

The clinical case management function shall provide unlimited notes at both the
patient and case level. Patient rotes shall be able to span all cases for a given patient
and permit al case and utilization managers to share patient information, such as
clinical findings and history, psychosocia history, laboratory, pharmacy, and other
information.

The clinical case management function shall provide security at afield, record and
user level.

The clinical case management function shall provide patient and case- level alerts that
quickly caution the care manager to a specific condition (for example, Disease
Management Program, Quality Review, Litigation, Coordination of Benefits,
Language Barrier, and so forth).

The clinical case management function shall support primary diagnosis and unlimited
complications/co- morbidities coded in ICD-9 (or ICD 10 if implemented) or DRG
codes (custom codes can be added and 1CD-10 should be supported when

promul gated).

The clinical case management function shall contain a complete graphical Treatment
Pan, including all planned and reviewed procedures, services, admissions/L OS,
medications, and so on. The treatment plan should be coded in HCPCS, CPT-4, or
|CD-9 (or ICD 10 if implemented) service codes (custom codes can be added).

The clinical case management function shall provide alternative healthcare pathways
to support efficient referral management.

The clinical case management function shall have the ability to record
averted/avoided care and discounts for use in savings calculations.

The clinical case management function shall provide an automated schedule and
should route activities for multiple users (nurses, physicians, others) electronicaly.

The clinical case management function shall provide the ability to access any
commercialy available or internally developed clinical criteriaand guidelines. The
user shall be permitted to enter and modify all business and clinical rules through an
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C.3.10.25

C.3.10.26

C.3.10.27

C.3.10.28

C.3.10.29

C.3.10.30

C.3.10.31

C.3.10.32

C.3.10.33

C.3.10.34

C.3.10.35

intuitive user interface. This interface shall offer total control over all
criteria/guidelines without requiring developer intervention. Users shall be able to
quickly and efficiently access criteria that may differ by customer or business unit,
patient factors such as age or sex, provider or provider network, treatment setting,
diagnosis, and procedure/service. These criteria and guidelines shall be usable as
baselines to track plans of care.

Provide processes and data to meet the minimum requirements of Part 11 of the State
Medicaid Manual.

The clinical case management function shall provide for automated identification and
referral of case and disease management candidates.

The clinical case management function shall be Windows based with point and click
navigation to any level of detail data and the ability to open and view multiple screens
concurrently. The function shall provide documentation and on line context sensitive
help. Users should also be able to use the Help Facility to place their own Procedure
and Policy documentation on line.

The clinical case management function shall provide an automated interface to the
claim system(s) to ensure the timely and complete transmittal of al data necessary to
the claims payment process.

The clinical case management function shall provide the ability to add an unlimited
number of custom fields, al of which are reportable.

The clinical case management function shall provide outcomes tools to support both
case- level and aggregate reporting of financial and clinical/functional outcomes
information.

The clinical case management function shall support ad-hoc reporting, data analysis
and graphical data presentation. The system shall also produce a set of standard,
parameter driven management reports.

The clinical case management function shall contain a message board accessible by
all users of the system and other authorized individuals.

The clinical case management function shall provide the capability to query based on
record number, recipient and provider 1D, name and date of birth or social security
number or by disease.

The CCMS shall provide on line, updateable |etter templates for provider or recipient
letters with the ability to add free form text specific to a provider or recipient.

The clinical case management function shall have the ability to generate, modify and
distribute treatment plan and other pertinent notes over the state LAN.
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C.3.10.36

C.3.10.37

C.3.10.38

C.3.10.39

C.3.10.40

C.3.10.41

C.3.10.42

C.3.10.43

C.3.10.44

C.3.1044.1

C.3.10.44.2

C.3.10.44.3

C.3.10.44.4

The clinical case management function shall have the capability to assign acuity
criteria.

The clinical case management function shall make staff assignments and track the
progress and timing of all staff assignments.

All clinical case management data should be exported to the data warehouse on a
monthly basis.

Provide and maintain flexibility in coding structures by use of parameter and table
oriented design techniques to enable rapid processing modifications in order to
support Medicaid health care program and clinical case management changes.

The CCMS shall maintain access to data through user friendly systems navigation
technology and a graphical user interface that alows users to move freely throughout
the system using pull down menus and "point and click" navigation without having to
enter identifying data multiple times.

The CCMS shall provide for context-sensitive help on screens for easy,

The CCMS shall maintain an on-line audit trail of all updatesto clinical case
management data.

The CCMS shall edit all data for presence, format, and consistency with other datain
the update transaction and on al clinical case management processing and data
related files.

Outputs

The Clinical Case Management function shall provide the following outputs and
support the following information needs:

All data shall be available for retrieval through the DSS/DW function.

All reports shall be made available in data format for export and import purposes
and through multiple media including paper, CD-ROM, electronic file,
microform, diskette, and tape cartridge in PDF and/or Microsoft Office formats.

Generate audit trail reports showing before and after image of changed data, the
ID of the person making the change, and the change date.

Generatereports showing:

(&) Standard reports,

(b) Cost savings reports,

(c) Tracking reports of referrals and appeals,
(d) To do list reports,
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(e) HEDIS like reporting,

(f) Letter generation with the ability to integrate text into correspondence,
(9) Ad hoc reports, and

(h) Graphical presentations.

C.3.10.445 I nterfaces

The Clinical Case Management function has an external interface with
commercially available clinical criteria. The system should be able to expose
important internal functions as Web Services (example: create new client record
from external MMI'S payload) and consume external Web Services (example:
address validation during client intake)

C4 ORGANIZATION AND STAFFING REQUIREMENTS

This subsection describes the Contractor staffing requirements applicable to the
Enhancement, Implementation, and the Operations/ Modifications tasks. Also described are
the optional resource personnel requirements necessary to support the District’ s development
and implementation of future Medicaid policy and program changes.

C.41 KEY PERSONNEL FOR IMPLEMENTATION

Key personnel required for the Enhancement and Implementation Tasks are:
1. Project Manager/Account Manager

2. Implementation Task Manager

3. Conversion Task Manager

4. Implementation/Claims Processing Manager

C.4.2 KEY PERSONNEL FOR OPERATIONS

Key personnel required for the Operations and Modifications Tasks are:
1. Project Manager/Account Manager

Operations/Claims Processing Manager

Modifications Task Manager

System Analysts

Provider Relations Manager
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C.43 OPTIONAL RESOURCE PERSONNEL (TO BE HOUSED AT MAA)

C4d4

C.45

The Contractor shall provide, within five (5) business days of the District’ s request, optional
resource personnel for ongoing Medicaid policy and program support. The District may
require one or more of these personnel at any time during the contract period. Optional
Resource Personnel are:

1.
2.

Health Care Data Analysts
Analyst/Programmers

GENERAL REQUIREMENTS FOR KEY PERSONNEL

General requirements for key personnel are as follows.

1.

The key personnel and their immediate staff shall provide the servicesin their
Digtrict of Columbia location to meet the requirements of Section C and to
perform the functions specified.

The Project Manager/Account Manager shall be employed by the offeror
when the proposal is submitted.

All key personnel, in addition to the Project Manager, shall be employed by
or committed to join the offeror's organization by the beginning of the
Enhancement and Implementation Task.

a) The District reserves the right to approve or disapprove al initial or
replacement key personnel prior to their assignment to the MMIS
project.

b) The Digtrict shall have the right to require the Contractor to remove
any individua (key personnel or otherwise) from assignment to this
project for failure to perform their daily functions, with 15 days
notice.

One member of the Key Personnel team for operations shall be consistently
responsible for coordination and liaison with MAA.

MINIMUM QUALIFICATIONS FOR KEY PERSONNEL

Minimum qualifications for key personnel are as follows:

1.

Project Manager/Account Manager:

a) Atleast five (5) years as a Claims Processing System Manager for an
MMIS or other large-scale medical claims processing system.

b) Previous experience with an MMIS, or with major components of an
operational MMIS.
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c) Project Management Professional (PMP) certification.
2. Implementation Task Manager:

a) At least three (3) years of experience in managing an MMIS design,
Enhancement, and Implementation effort.

b) Previous experience with the MMIS proposed by the offeror.
3. Conversion Task Manager:

a) Experience with the conversion effort on an MMIS or other large-
scale system implementation project.

4. Implementation/Operations Claims Processing Manager:

a) At least three (3) years of experience in managing the clams
processing component of an MMIS.

b) Previous experience with the MMIS proposed by the offeror.
5. Modifications Task Manager:

a) At least three (3) years experience in MMIS development or ongoing
maintenance and modification.

b) Experience with implementing major modifications to an MMIS or
other large-scale claims processing system.

6. System Analysts:

a) At least three (3) years experience in MMIS development or ongoing
maintenance and modification.

b) Three (3) years experience with MMIS.
7. Provider Relations Manager:

c) At least three (3) years experience managing the provider relations
function in Medicaid or other magjor public or private heath care

program.
d) Three (3) years experience with MMIS.
C.46 MINIMUM QUALIFICATIONS FOR OPTIONAL RESOURCE PERSONNEL

Minimum qualifications for optional resource personnel are as follows:

1. Hedth Care Data Analysts:

a) Degree from accredited four year college or university; advanced degrees preferred.
b) At least three (5) years experience in Medicaid policy development and post-payment
anaysis.
2. Analyst/Programmer:
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c47

C5

Cs1

a) Degree from accredited four year college or university; advanced degrees preferred.

b) At least three (5) years experience in implementing Medicaid policy and program
changes.

c) Project Management Professional (PMP) certification.

DISTRICT MMISPROJECT MANAGER

The District will assign a full time District MMIS Systems Program Manager to work
directly with the Contractor and manage the participation of three (3) FTE District employees
during the Enhancement and Implementation Task. Program Management Office consultants
will also provide deliverable review and monitoring support to assist the District’s systems
team.

OPERATIONS REQUIREMENTS

This subsection describes general requirements for Contractor support of ongoing Contractor
and MM S-related operational activities.

LOCATION OF CONTRACTOR OPERATIONS

The District will not provide any office space or facilities to the Contractor. The Contractor
shall identify where (location) each MMIS-related and Contractor service function will be
performed. The Contractor shall maintain afacility within the city limits of District of
Columbia throughout the term of the contract.

The Contractor shall perform the following functions at their District facility:
1. Contract administration/District liaison(key personnel).

2. Claimsreceipt, prescreening, and putting claims and other documents to
imaging in adigitizing format.

Data entry (hard-copy and EMC transactions).
Exception claims processing (suspense resol ution).
Check request-related activities.

Business operations (warrant to CFO, accounts receivable handling, cash
activity).

7. Production of newdetters, manuas, and so forth.

o g A~ W

8. Provider relations and provider enrollment.

9. Report printing (except MARS and utilization management).
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C52

C53

C54

C55

10. Space for up to two (2) District staff equipped with appropriate parking,
furniture and work stations which allow access to the MMIS.

The Contractor may perform other MMIS functions, including computer processing, outside
of the District, but within the continental United States. The District must approve the site of
computer processing.

MMISEQUIPMENT NEEDS

The Contractor shall provide all equipment identified in their offer. This equipment shall
include, but is not limited to: computer workstations, modems, PCs, printers,
telecommunications circuits, routers, switches, and related service required by the District
and the Contractor for MMIS functions. The Contractors shall identify the optimal
equipment requirement. If additional equipment is needed to meet the MMI S performance
standards as defined in this RFP, the Contractor shall provide such equipment at no cost to
the District.

DRUG POINT OF SALE CONTRACTOR INTERFACE

The Contractor shall provide Provider, Recipient Eligibility, and Reference file data to the
point of sale Contractor to support POS claims processing. The Contractor shall accept
adjudicated to be paid claims from the POS Contractor and process them for payment.

ON-LINE DATA UPDATES

The Contractor shall propose a system that has the capability for on-line rea- time updates to
all MMIS files. The security requirements identified in SubsectionC.3 of this RFP shall be
strictly adhered to for al updatesto MMIS data. All on line updates shall have built-in edits
to ensure data integrity is maintained throughout the MMIS. Any screen with multiple edits
must edit the entire screen and identify all fieldsin error. The MMIS ontline files shall be
available for District use on al District workdays from 7:00 am. to 7:30 p.m., Eastern Time,
Monday through Friday.

ON-LINE INQUIRIES

C551 The Contractor shall propose a system that has on-line real time inquiry
features to allow immediate access to all MMIS master files, databases,
reports, data, etc. Inquiry screens shall not allow the update of data -except
key search and function fields - on the inquiry screen. The use of identica
screens to those that are for update is permitted providing al data fields are
protected from update. The protection of data fields shall be afunction of the
screen; security level protection only at the data level on inquiry screensis not
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C.56

C.552

permitted. The security requirements identified in SubsectionC.3 of this RFP
must be strictly adhered to for al inquiry only screens.

When users request printing of claims or other datafrom on-line inquiry
screens, the system shall be capable of first identifying the number of records
that will be produced if the request is activated. This feature shall prevent the
unintentional printing of voluminous amounts of data.

SYSTEM AND USER DOCUMENTATION

C56.1

C.5.6.2

C.5.6.3

Cb5.64

The Contractor shall prepare user manuals for each system functionas
described in Section C.7.5. The Contractor shall prepare user manuals in draft
form during the Devel opment/Testing subtask and in final form during the
Acceptance Testing subtask. During the Operations and Modification Tasks,
the Contractor shall prepare updates to the user manuals in final form on all
changes, corrections, or enhancements to the system within one week of
Didtrict’ stechnical sign off of the system change. The Contractor shall be
responsible for the production and distribution of all user manual updates to
the District.

The Contractor shall develop, updated, and distribute Provider manuals to the
Didtrict after the District’ s review and acceptance. The Contractor shall
create, review, and distribute the provider manuals as identified above. These
manuals shall contain instructions on how to submit claims, adjudication
process to assist in the determination of recipient benefits.

The Contractor is responsible for providing to the District complete, accurate,
and timely documentation of the MMIS. The Contractor shall provide the
MMIS Systems Documentation within thirty (30) days following District
acceptance of the MMIS.

Didtrict acceptance will not be given and the final System Documentation
cannot be delivered if portions of the MMIS are not functioning properly.
During the Operations and Modifications Tasks, the Contractor shall provide
updates to the MMIS System Documentation within one week of District’ s
technical sign off of the system change.

SYSTEM CERTIFICATION

The MMIS which is implemented as a result of this procurement shall meet all federal
standards and possess all functional capabilities required by CM S for certification, as
described in Part 11 of the State Medicaid Manual and in 42 CFR 433, Subpart C. Costs
incurred to obtain federal certification are to be borne by the Contractor.
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C571

C5.7.2

C5.7.3

Federally Required Functions

The MMIS shall perform functions and possess capabilities specified in the Part
11 of the State Medicaid Manua and in 42 CFR 433, Subpart C published as of
the contract start date. The Contractor shall meet all federal requirements for
MMIS functionality, documentation, security, control, data el ements, reporting,
interfaces, data integrity, operations, processing, and any other requirement
specified in available federa documents related to certification. The Contractor
shall be responsible to provide the most current MMIS certification if the
requirements are updated by CM S before implementationdate.

Federally Required Data Elements

The MMIS shall include all data elements identified in Part 11 of the State
Medicaid Manual, Section C.1.11 Applicable Documents.

MM IS Certification Schedule Deliver ables

The contractor shall create and provide a schedule for the following requirements
document with their proposal to be approved by the District to conduct the MMIS
Certification activities which shall be completed before implementation:

Cb5.731 Identify alist of certification requirement criteria based on the
Contractor’ s experience with certification or by subcontracting with
an expert in the area of certification.

C5.732 Create a set of teststo prove the delivered MMIS meets or exceeds
each of the criteriaidentified.

C5.7.33 Execute the tests and make corrections to the MMIS until all tests
demonstrate compliance.

Cb5.7.34 Create a catalog of al overviews, diagrams, data models, system
documentation, reports and any other materials necessary to present
during the CM S audit for MMI'S certification.

C5.7.35  Identify qualified staff members, including a certification manager,
to defend the certification, to explain all prepared materials and
reports to the District and CM S representatives, and to assist the
District during the certification process.

C.5.7.36 Conduct a certification demonstration to the District to wak
through all of these prepared materials.

C.5.7.3.7  Issueaformal, written statement indicating the system has al
capabilities required for federal MMIS certification.
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C.5.7.3.8 Complete al these activities before implementation begins.

C.5.8 ELECTRONIC MAIL/COURIER SERVICE

C581

C.5.8.2

All Contractor staff shall have secure electronic mail (e- mail) capability
through the Internet that will alow for the sharing of files from the currently
installed version of the Microsoft Office Suite at the District for
corresponding with the MAA staff.

For communications that cannot be sent via electronic mail and report
delivery, the Contractor shall provide courier service to and from the MAA
facilities twice each day. One courier servicerun shall be in the morning and
one in the afternoon. Delivery at the District sites - the Contractor’ s courier
shall make delivery to each MAA functional unit.

C.59MMISOPERATIONS

The Contractor shall be responsible for the operation of the MMIS after completion of the
system implementation The District requires that the Contractor provide suitably qualified
personnel, equipment resources, facilities, and supplies necessary to support the production
and operation of the MMIS and aso meet the requirements and performance standards
described in this RFP.

C.5.9.1 Production Operations Support

C.5.9.1.1 Production operations support includes the managerial and technical services

required to manage and operate the MMIS. Specific requirements include
scheduling and monitoring batch production runs, including actively
participating in the scheduled production meetings, facilitating LAN and
WAN connectivity for the MMIS, administering the database, and
performance tuning.

C59.1.11 The Contractor shal provide all services associated with Production

Operations Support including the following activities:

@ Batch cycle scheduling specifications, including job turn-around time
monitoring and problem resolution;

(b) Database administration;

(© Problem identification and resolution;

(d)  Software release and emergency implementation; Change Management
and Version Management;

(e System resource forecasting;
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C6

® Response time monitoring and problem resol ution;

(9) Software migration,;

(h) Contractor’ s LAN support and administration;

0] MMIS security implementation and monitoring;

()] Daily, weekly, and monthly production status reporting;

(k) Mainframe liaison support with ISD; and

0] All other activities required meeting the requirements and the
performance specifications of the contract.

C.5.10 Operational Trouble Reports

Upon the Contractor’ s discovery of any problem that may jeopardize the successful or timely
completion of its obligations, the Contractor shall notify the COTR orally and viafax and
email. The ora notification shall be no later than the close of business of that day if the
problem is discovered before 4:30 p.m. If the problem is discovered after 4:30 p.m. or on a
non-business day, notification shall occur no later than 8:30 a.m. on the succeeding business
day. The Contractor shall follow the oral notification with a written analysis within one (1)
business day. The written analysis shall be sent to the COTR and shall include a
recommendation for expeditious resolution of the problem. Where the operational problem
resultsin delays in report distribution or problemsin on line access on state business days,
the Contractor shall notify the COTR, and the MAA Help Desk during business hours, within
fifteen (15) minutes of discovery of the problem, in order for state work activities to be
rescheduled.

MMISFUNCTIONAL SUBSYSTEM REQUIREMENTS

The MMIS must receive, enter, process, adjudicate to payment or denial, and report on
claims submitted by providers for services rendered to Medicaid eligible recipients. 1t must
ensure the accuracy, reasonableness, and integrity of the claims processing function and meet
District of Columbias information retrieval needs.

The MMIS functional requirements are presented here for the purpose of assisting
Contractors in gaining an understanding of District of Columbia's needs in obtaining a
replacement MMIS.

This subsection presents descriptions of the requirements for each of the following MMIS
subsystem functions:

Recipient Data Maintenance,
Provider Data Maintenance;
Reference Data Maintenance;

Prior Authorization (PA) Processing;
Claims Control;

Claims Entry;
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Edit/Audit Processing;
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8. ClamsPricing;

9. Claims Correctiort

10. Claims Operations Management;

11. Financial Processing;

12. Third-Party Liability (TPL) Processing;
13. Long Term Care (LTC) Processing;

14. Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Processing;

15. Quality Control/Assurance;

16. Management and Administrative Reporting (MARS);
17. Surveillance and Utilization Review (SUR);

18. Home and Community Based Care (HCBC) Processing;
19. Clinical Laboratory Improvement Act (CLIA) Support;
20. HMO and Enrollment Broker Interface;

21. Transportation Broker Interface;

22. Drug Rebate Processing; and

23. Drug Utilization Review (DUR).

For each of the above functions, an overview is presented first, followed by a description of s
using the following subheadings:

1. Inputs,

2. Processing Requirements,
3. Information Retrieval, and
4. Interfaces.

In addition to supporting the requirements listed below, the new MMIS shall provide for the
following capabilities across al functiona areas of the system.

(&) Maintain access to data through user friendly systems navigation technology and a
graphical user interface that allows users to move freely throughout the system using
pull down menus and "point and click" navigation without having to enter identifying
data multiple times. This graphical user interface shall not, in any part, consist of
what is commonly known as 'screen scraped' presentations of the output of the
transferred system. The District is not interested in alegacy system that passes data
from existing screen displays to server or PC based applications to reformat the data
in a Windows environment.

(b) Provide for contact sensitive help on screens for easy "point and click” access to valid
values and code definitions by screen field.
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C6.1l

C.6.11

(c) Maintain flexibility in programming coding structures by use of parameter and table
oriented design techniques.

(d) Provide data from the functional areas to the DSS/DW, Safe Passages Integration
System (SPIS) and Web Portal.

(e) Provide reportsin data format for export and import purposes and through multiple
media including paper, imaging, CD-ROM, electronic file, microform, diskette, and
tape cartridge.

RECIPIENT DATA MAINTENANCE

The primary purpose of the Recipient Data Maintenance function is to accept and maintain
an accurate, current, and historical source of eligibility and demographic information on
individuals eligible for District of Columbia medical assistance and to support analysis of the
data contained within the recipient data maintenance system. The maintenance of recipient
datais required to support claim processing in both batch and online mode, reporting
functions and eligibility verification. Other functions that address recipient-specific data are
TPL processing (C.6.12), LTC processing (C.6.13), and EPSDT processing
(SubsectionC.6.14). The current source of eligibility data for the MMISisadaily file extract
from the District-operated Automated Client Eligibility Determination System (ACEDS)
administered by Income Maintenance Administration (IMA). IMA serves as the District's
eligibility system for al District welfare programs and generates Medicaid eligibility
identification cards used by recipients to gain access to health care providers.

The principle objectives of the recipient data maintenance function of the MMIS are to:

1. Maintain identification of al recipients eigible for Medical assistance
benefits;

2. Accept timely updates of the recipient file(s) to include new recipients
and all changesto existing recipient's data;

3. Maintain and ensure positive control over the recipient eligibility data
required to process claims and meet District and Federal reporting
reguirements; and

4. Provide the recipient-related data for the recipient Eligibility Verification
System (EV'S), managed care Enrollment Broker and Transportation
Broker.

I nputs

The Recipient Data Maintenance function will accept input from various sources to add,
change, or close records on the recipient file(s). Inputs to the Recipient Data
Maintenance function include:

1. ThelMA,
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C6.12

C6.121

C.6.1.2.2

C.6.1.2.3
C6.1.24

C.6.1.25
C.6.1.2.6

C6.1.2.7

C.6.1.2.8

C.6.1.29

2. Transportation and HMO enrollments and changes from the broker;

3. Beneficiary Data Exchange (BENDEX) tape; and

4. On-line update transactions for recipient special programs such as lock-in

restriction, HMO enrollment, long term care, and waivers.

Processing Requirements

The District of Columbia MMIS Recipient Data Maintenance function shall have the
following system capabilities in order to meet the District's objectives for recipient data
maintenance. It shall have the capabilities to:

Maintain the minimum data set prescribed by Part 11 of the State Medicaid
Manual.

Collect and accept afile of recipient data from the IMA, in an agreed upon format
and media, on adaily basis.

Perform any necessary reconciliation of the MMIS recipient file to the IMA.

Edit data transferred from the IMA for completeness and consistency, according to edit
criteria established by the District.

Identify potential duplicate recipient records during update processing.

Maintain on-line access to 5 years of historical recipient information, with inquiry
capability by recipient ID number, name or partial name, and the ability to use other
factors such as date of birth and/or Social Security number to limit the search by name.

Maintain identification of recipient eligibility in specia eligibility programs, such as
waiver, HMO, transportation broker, case- management, and other medical assistance
programs, with effective dates and other data required by the District.

Maintain current and historical date-specific eligibility datafor basic program eligibility,
special program eligibility, and all other recipient data required to support claims
processing, prior authorization processing, eligibility verification processing, and
reporting.

Maintain reason codes for eligibility termination.

C.6.1.2.10 Provide update capability, to add, change, or delete recipient lock-in restriction data such

as, restriction type, provider number, and effective dates.

C.6.1.2.11 Maintain flexibility in coding structures, such as recipient aid categories and

program identifiers, to support changes to claims processing and reporting
requirements.
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C.6.1.2.12 Maintain an adequate history of HMO enrollment including the ability to automatically

assign arecipient that is qualified for Provider Continuity.

C.6.1.2.13 Edit, and transmit acceptance or rejection of, enrollment broker maintenance transactions.

C.6.1.2.14

C.6.1.3

C.6.1.3.1

Maintain an adequate history of Transportation Broker including the ability to
automatically assign arecipient that is qualified.
Information Retrieval

At aminimum, the proposed system shall be capable of retrieving data necessary to
generate the following outputs and support the following information needs.
Information shall be made available in report format, on-line, or through another
medium specified by the District.

The following types of reports shall be available from the Recipient Data
Maintenance function:

Reports to meet al Federal and District reporting requirements,
Activelinactive recipient summary listings,

Possible duplicate recipient list,

Enrollment broker maintenance activity reports,

Transportation Broker recipient listings,

Recipients auto-assigned to an HMO,

Recipients who have changed name during month,

Audit trail and error reports of on-line updates, and
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Control reports of daily/weekly file updates and file reconciliation.

Additional output requirements for the Recipient Data Maintenance function include:

C.6.1.3.2

C.6.1.33

Provision of the most current recipient data available for the support of the eligibility
verification and HMO enrollment functions.

Ontline inquiry screens which will accommodate the following, using a minimal
number of screens:

Recipient basic demographic data;

Recipient current and historical eligibility data;

LTC enrollment data with appropriate Patient Liability;

BUYIN and BENDEX data;

Lock-in to Waiver Programs that includes Transportation lock-in;

o >~ w NP
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6. Recipient special program and restriction data; and
7. Recipient managed care enrollment data.

C.6.14 I nterfaces

The Recipient Data Maintenance function shall include system interfaces with the
following:

1. Income Maintenance Agency (IMA),
Data Warehouse and Web Portal,
Enterprise Medicaid Web Portal,

Drug POS Contractor,

Trangportation Broker,

Common work file (BENDEX SSA file),
Eligibility Verification System (EVS),
Enrollment Broker, and

Safe Passages | ntegration System (SPIS)

© 0 N o g bk~ w DN

C.6.15 ELIGIBILITY VERIFICATION SYSTEM

The purpose of the Eligibility Verification System is to provide an efficient and effective
method for its provider community and other MMIS users to verify recipients digibility,
third party insurance information, managed care provider information, spend down data
and any other eligibility restriction data. In addition, this function is to allow providers to
inquire and reguest information on prior authorization status and to request claims
histories and remittance advices via telephone or standard transactions X 12N format.

C.6.151 Inputs
The MMIS Eligibility Verification System function shall accept the following inputs:
(& The most current recipient data available,

(b) The most current MMIS provider data available,
(¢) Inquiries from providers and authorized district personnel via personal computers

(PCs) and point-of-sale (POS) devices, and
(d) Telephone inquiries from providers and authorized District personnel.
C.6.1.5.2 Processing
The MMIS Eligibility Verification System function shall have the following processing
capabilities:
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C.6.1.5.3

C.6.154

C.6.1.5.5

C.6.1.5.6

C.6.15.7

C.6.1.5.8

C.6.1.5.9

Maintain atoll- free, dial- up, access, for enrolled medica providers,
located within the state and out of state, through the use of their touch
tone telephones, through the public switched telephone network, to the
MMIS Eligibility Verification System.

Maintain adial- up access, for enrolled medical providers through use
of PCs and their "switch vendors' (Envoy, National Data Corporation,
and any other network provider utilized), to the MMIS Eligibility
Verification System.

Maintain access to the MMIS Eligibility Verification System for the
enrolled provider community. The provider community will access
these Contractor maintained systems through the use of their own or
leased equipment and services provided by "switch vendors® (Envoy,
National Data Corporation, and any other network provider utilized).
The Contractor shall alow and maintain the switch vendors access to
these systems.

Maintain adial- up access, for enrolled medical providers through use
of point-of-sale devices through the public switched telephone
network, to the MMIS Eligibility Verification System.

Maintain a secured, password protected, Internet access, for enrolled
medical providers through use of their PCs or other Internet devices
and their authorized Internet service provider, to the Eligibility
Verification System.

Maintain an interactive, Eligibility Verification System session,
through the use of MMIS Eligibility Verification System that accepts
and sends HIPAA compliant EDI formats and meets draft MAA
security, confidentiality and privacy requirements and HIPAA and
other federal security, confidentiality and privacy requirements. These
HIPAA requirements are requested to be as part of the solution for this
RFP.

Maintain arecipient eigibility session, that minimally communicates
the following:

a) Provides the appropriate safeguards, including:
1. Limiting accessto dligibility information to authorized
medical providers and authorized state personnel only;

and
2. Protecting the confidentiality of al recipient information.
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C.6.1.5.10

C.6.15.11

C.6.15.12

C.6.1.5.13

C.6.15.14

C.6.1.5.15

C.6.1.5.15

b) Maintaining an audit trail of all inquiries and verification responses
made, the information conveyed, and to whom the information was
conveyed,

c) alowing inquiry by case number, inquiry by full name and date of
birth, inquiry by partial name and date of birth, and inquiry by
social security number (SSN) and date of birth;

d) validating that an active recipient identification card is presented
based on the card issue date; and

e) limits access to digibility verification inquiry to inquire for dates
of service within the preceding thirteen months.

Provide on-line access for inquiry to all audit trail dataregarding
eigibility verification inquiries.

Provide the capability for providers to request the status of prior
authorizations required, for a date or date range or by procedure code,
for arecipient, through dial- up access, their PC, and "switch vendor”
software and network, and through the internet to a web enabled
application and for the MMIS Eligibility Verification System to
respond with the prior authorization information.

Provide the capability for providers to request remittance advice and
claims histories through dial- up access, their PC, and "switch vendor"
software and network and through the Internet via a web enabled
application and for the MMIS Eligibility Verification System to
respond with the remittance advice and/or claims history.

Charge the provider according to District allowed amounts per page
for al remittance advice and claim history requests that are requests
for paper copies.

Provide processes and data to meet the minimum requirements of Part
11 of the State Medicaid Manual.

Maintain access to data through user friendly systems navigation
technology and a graphical user interface that allows users to move
fredly throughout the system using pull down menus and "point and
click" navigation without having to enter identifying data multiple
times.

Provide for context-sensitive help on screens for easy, "point and
click" accessto valid values and code definitions by screen field.
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C.6.1.5.14  Edit al datafor presence, format, and consistency with other datain
all eligibility verification processing.

C.6.1.514 Maintain password control, in varying levels of security, of staff
making changes to eligibility verification data.

C.6.1.6.1 Outputs

The MMIS Eligibility Verification System function shall provide the following
outputs and support the following information needs:

C.6.1.6.2 All data shall be available for retrieval through the DSS/DW function.

C.6.1.6.3 The Contractor shall make available al reports in data format for
export and import purposes and through multiple media including
paper, CD-ROM, electronic file, microform, diskette, and tape
cartridge.

C.6.1.64 The following types of reports shall be available according to District
specific criteria:

(8) Reportsto meet al federal and state reporting requirements;

(b) Operational reports about the number of inquiries received
during the month, average waiting time for inquiries by hour
segment, by day;

(c) Operational reports about the average response time of
inquiries received during the week and month, average
response time for inquiries by hour segment, by day, by week,
by month;

(d) records of what information was conveyed, and to whom, by
week;

(e) System downtime;

() Counts of inquiries by provider type and individual providers,
ad

(9) Appropriate reports to analyze and monitor usage of the
Eligibility Verification System function by access method, and
to support measurement of performance expectations.

C.6.1.6.5 The primary output of the Eligibility Verification System function is
the recipient digibility data provided to providers for confirming
recipient eligibility for District Medical Assistance Program services.
This function also provides responses concerning prior authorizations,
claims histories and remittance advises.
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C.6.1.6.6 Provide the on line screens for the Eligibility Verification System
function to support the access to inquiry histories and responses by
inquirer 1D, type of inquiry, date of inquiry, date of service related to
the inquiry, or a combination thereof.

C.6.1.6.7 Generate audit trail reports showing before and after image of changed
data, the ID of the person making the change, and the change date.

C.6.1.6.8 Interfaces

The Eligibility Verification System function shall accommodate an externa interface
with:

(a) provider to provider "switch vendor” telephone systems,
(b) provider switch vendor's telecommunication lines, and
the Internet.

C.6.1.7 Managed Care

The Managed Care function is designed to assure recipient access to necessary medical
care, while at the same time controlling medical assistance program costs. Under such
models, the state has developed a network of MCOs who are contracted to provide
medical servicesto Medicaid program recipients. Recipients receive services covered
under the specific capitated plan from the managed care organization. In addition,
recipients receive certain carve out services outside of the managed care plan.

The objectives of the District’ s managed care program are:

(@ Increased recipient access to healthcare,
(b) Increased use of case management and preventive services, and
(c) Optimal patient outcomes.

C6.171 I nputs
The MMIS Managed Care Processing function shall accept the following inputs:

(8) Managed care organization (MCO),

(b) Provider eligibility data from the provider data maintenance function,

(c) Electronic file of updates for recipient managed care plan and Primary Care
Physician choices (PCP) and from the enrollment broker,

(d) Claim data from the financial function for claims paid for kick payments or
incentive payments,

(e) Recipient managed care enrollment data from the recipient data maintenance
function,

() Encounter data in the form of "shadow claims' in HIPAA standard format
from MCOs,
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C.6.1.7.2

C6.1.7.21

C.6.1.7.2.2

C.6.1.7.2.3

C.6.1.7.24

C.6.1.7.25

C.6.1.7.2.6

C.6.1.7.2.7

C.6.1.7.2.8

C.6.1.7.29

C.6.1.7.2.10

C.6.1.7.211

(9) Claim data from the financial function for claims paid for capitation payment
to MCOs,

(h) Claim data from the financial function for claims paid as fee- for service for
recipients in managed care having services outside those covered by the
specific managed care plan(s) they are enrolled with, and

() Reference data from the reference data maintenance function.

Processing

The MMIS Managed Care Processing function shall have the following processing
capabilities:

Maintain ont line accessto al recipient, providers, encounter (shadow claims),
reference data related to managed care.

Provide and maintain flexibility in coding structures by use of parameter and table
oriented design techniques to enable rapid processing modifications in order to
support DC Medicaid care program changes.

Maintain access to data through user friendly systems navigation technology and a
graphical user interface that allows users to move freely throughout the system using
pull down menus and "point and click" navigation without having to enter identifying
data multiple times.

Provide for context-sensitive help on screens for easy "point and click" access to
valid values and code definitions by screen field.

Maintain managed care related recipient datain the recipient data maintenance
function including recipient’ s geographic location based on longitude and latitude.

Accept and process ort line recipient enrollment/dis-enrollment to managed care
models on a day-specific basis.

Provide the ability to associate managed care recipients with the managed care plans
in which they are enrolled.

Provide the ability to lock- in and lock-out recipients to managed care plans.

Update automatic assignment of recipients, when they have not made a choice, to
managed care models and plans based on the Enrollment Broker criteria.

Provide the ability to update managed care plan assignments/choices on line.

Accept and process retroactive enrollment and disenrollment of recipientsto all
managed care models.
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C.6.1.7.2.12

C.6.1.7.2.13

C.6.1.7.2.14

C.6.1.7.2.15

C.6.1.7.2.17

C.6.1.7.2.19

C.6.1.7.2.20

C.6.1.7.2.22

C.6.1.7.2.23

C.6.1.7.2.24

Capture, store, and retrieve date-specific, recipient-specific managed care enrollment
history.

Incorporate the Maraged Care Enrollment Broker system and related system
processes in the MMIS and the operations of the MMIS. The Managed Care
Enrollment Broker, not the Contractor, will continue to perform the actua enrollment
process.

Indicate manual and auto-enrollments of recipients to managed care plans, assign
managed care plan enrollment by recipient choice, and assign managed care plan
enrollment by default (no recipient response), indicating who made the choice by
default.

Provide for multiple payment methods to support managed care including:

(&) Capitated payment for a group of covered services within a plan and fee-for
service payment for covered services outside any plan the recipient is enrolled
with; and

(b) Payment of kick and incentives fees to an assigned managing provider and fee-for
service payments for services.

Maintain managed care provider-related data including capitation rates for specific
groups of recipients for each managed care provider and weight of automatic
assignment.

Calculate and generate capitated payments to participating managed care
organizations whose pricing is based on a capitation payment model and
automatically process adjustments/recoupments. Capitation payment shall be pro-
rated to the days the recipient is enrolled with the managed care provider in the given
payment period.

Provide the ability to pay capitated payments at provider specific rates based on
recipient demographics including eligibility program, place of residence, age, sex,
and risk factors.

Accept and process recipient health risk assessment data and determine risk factors.
Provide the ability to apply edits/audits that prevent claims from being paid when
managed care program recipients receive plan covered services from sources other
than the capitated plans in which they are enrolled.

Provide the ability to apply edits/audits that prevent claims from being paid when

they have not received areferral or authorization as may be required by the managed
care plan with whom they are enrolled.

53



Medicaid Management Information System
RFP No. POTO-2006-R-0077

C.6.1.7.2.25

C.6.1.7.2.26

C.6.1.7.2.27

C.6.1.7.2.28

C.6.1.7.2.29

C.6.1.7.2.31

C.6.1.7.2.34

C.6.1.7.2.37

C.6.1.7.2.38

C.6.1.7.2.39

C.6.1.7.2.40

C.6.1.7.241

C.6.1.7.242

C.6.1.7.2.43

Provide the ability to identify, edit, and correctly adjudicate fee-for-service claims for
services not covered by a specific managed care plan.

Provide the ability to receive, process (edit and price), and report on encounter datain
the form of shadow claims for managed care recipient enrollees.

Provide the ability to perform basic edits on these shadow claims to ensure integrity
and allow for the pricing of these shadow claims.

Provide methodology to track the utilization rates for program enrollees and to
compare such utilization rates to comparable groups of non-managed care recipients
and across different managed care plars, to assure sufficient savings are achieved.

Capture and process encounter data for use in utilization/quality assurance reporting
(HEDIS), other national and/or relevant healthcare qualities benchmarks and
measures, and other capitation rate setting purposes.

Capture, store, and retrieve, managed care provider-related data for all managed care
models.

Generate electronic roster updates daily and monthly paper summary rosters for all
MCOs.

Generate electronic encounter data remittance advices that include the HIPAA
transaction.

Provide for web-enabled communication for delivery capitation and encounter RAs to
managed care plans. The web-enabled Managed Care Roster and Remittance Advice
delivery system must send HIPAA compliant EDI formats and meet District security,
confidentiality and privacy requirements and HIPAA and other federal security,
confidentiality and privacy requirements.

Allow for the payment of capitated rateson adaily pro-rated basis based on the day
the recipient is enrolled.

Provide for monthly capitated payments and weekly payment for newly enrolled
recipients.

Perform automated adjustments and recoupments of capitated payments.
Provide the capability for "risk adjustment” payment methodologies using state or
industry defined criteria. Establish "Risk Pools" to allow for payment hold backs

and/or incentive payments.

Allow for the merging of the Medicaid and Medicare payment stream.
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C.6.1.7.2.44

C.6.1.7.2.48

C.6.1.7.2.49

C.6.1.7.2.50

C.6.1.7.2.51

C.6.1.7.2.52

C.6.1.7.2.53

C.6.1.7.2.54

C.6.1.7.3

C.6.1.731

C.6.1.7.3.2

C.6.1.7.3.3

C.6.1.7.34

Update rules-based auto assign and recipient choice enrollment, operating with
multiple layers of managed care models given by the Enrollment Broker.

Provide the ability for the managed care interface for viewing, uploading and
downloading, on a daily and monthly basis, recipient rosters via a secured, password
protected web site. The web-enabled Managed Care interface shall accept and send
HIPAA compliant EDI formats and meet the District security, confidentiality and
privacy requirements and HIPAA and other federal security, confidentiality and
privacy requirement.

Process daily, the rosters that managed care providers have uploaded to the web site
updating recipient selections/assignments.

Maintain an ort line audit trail of al updates to managed care data.

Edit all datafor presence, format, and consistency with other data in the update
transaction and on all managed care processing and data related tables.

Maintain password control, in varying levels of security, of staff making changes to
managed care data.

Provide on line, updateable letter templates for recipient, provider or submitter/biller
letters with the ability to add free form text specific to arecipient, provider or
submitter/biller.

Provide processes and data to meet the minimum requirements of Part 11 of the State
Medicad Manual.

Outputs

The MMIS Managed Care function shall provide the following outputs and support
the following information needs:

All data shall be available for retrieval through the DSS/DW function.

All reports shall be made available in data format for export and import purposes and
through multiple mediaincluding paper, CD, DVD, eectronic file, microfilm,
diskette, imaging and tape cartridge.

Generate audit trail reports showing before and after image of changed data, the ID of
the person making the change, and the change date.

The following types of reports shall minimally be available:
(@ All federal and state required reports including those needed to support the 1115A

walver;
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C.6.1.7.35

C.61.74

(b) Amount and type of services provided by capitated plans to enrolled recipients, as
reported on encounter forms;

() Numbers of services paid outside each plan;

(d) Managed care enrollees by source of their enrollment;

(e) Total medical assistance expenditures for managed care recipients versus non
managed care expenditures by program and eligibility category;

(") Identification of recipients who are eligible but not enrolled in managed care and
those recipients who are not eligible to be enrolled but have been assigned to a
MCO;

(g) A detailed list of al Managed Care providers,

(h) By health plan of open prior aithorizations for recipients newly enrolled to
managed care;

(i) Managed care enrollment statistics;

() Encounter data remittance advices provided to managed care providers;

(k) Managed care rosters for all health plans that contain related recipient data in the
recipient data maintenance function including an indicator for recipients certified
as members of recognized Indian tribes; all TPL information; and recipient profile
information including, language spoken, handicap access needed, health status
identifying specialized medical needs (including any open prior authorizations,
and recipient risk assessment data); and

(I) Noticed/letters to recipients.

Provide the ont line screens so that the Managed Care function can assure recipient
access to necessary medical care, while at the same time controlling medical
assistance program costs.

I nterfaces
The MMIS Managed Care function shall accommodate an external interface with:

(8 Theinternet and the State LAN for managed care providers, to send rosters
with recipient TPL data and encounter data remittance advices, and accept
encounter data for this function;

(b) Thedistrict eligibility system; and

(c) The enrollment broker.

C.6.2 PROVIDER DATA MAINTENANCE

The Provider Data Maintenance function maintains comprehensive current and historical
information about providers eligible to participate in the District of Columbia Medicaid
program. Through the establishment of a single provider master file, provider demographic,
certification, rate, and summary financial information is maintained to support accurate and
timely claims processing, enhanced management reporting, and utilization review reporting
and surveillance activities.
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The District of Columbia MMIS Provider Data Maintenance function objectives are to:

1.

Encourage the participation of qualified providers in the District of
Columbia medical assistance program by making enrollment and
re-enrollment an efficient process,

Process provider applications and changes in a timely manner;

3. maintain control over all provider data; and

Maintain all demographic and rate information to support claims
processing and reporting functions.

In the District of Columbia, each provider has a unique medical assistance provider number
that is assigned by the MMIS system.

Co621

C.6.22

C6.221

C.6.22.2

C.6.2.2.3

C.6.2.24

C.6.2.25

C.6.2.2.6
C.6.2.2.7

I nputs

The inputs to the Provider Data Maintenance function include:

1.

o > DN

Provider enrollment and application forms,
Provider update transactions,

Changed provider information from the District,
Provider inquiries, and

Financial payment and accounts receivable data from the Financia
Processing function.

Processing Requirements

The Provider Data Maintenance function shall have the capabilities to:

Send provider enrollment applications to providers who request them, within two (2)
work days.

Forward provider enrollment packages to MAA for review and approval.

Accept adds and changes to the provider master file through on-line, real-time
terminal entry.

Maintain a function to deactivate al provider records meeting specific MAA criteria
(for example, no provider billing for two [2] years, license expiration).

Edit all terminal-entered data for presence, format, and consistency with other
data in the update transaction and on the provider master file.
Edit to prevent duplicate provider enrollment during an add transaction.

|dentify and report any duplicate provider numbers, license or certification
numbers, SSN, or FEIN numbers on the provider master file.
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C.6.2.2.8

C.6.2.29

C.6.2.2.10

C.6.2211

C.6.2.2.12

C.6.2.2.13

C.6.2.2.14

C.6.2.2.15

C.6.2.2.16

C.6.2.2.17

C.6.2.2.18

C.6.2.2.19

Accept and store the Medicare Universal Provider Identification Number
(UPIN), National Provider Identifier (NPI).

Monitor provider enrollment to ensure that each provider only has one provider
number.

Cross-reference inactive provider numbers (including old and new numbers),
which would identify the current active number for that entity.

Maintain an audit trail of provider name, provider number (including old and
new numbers), or status changes.

Maintain ortline access to a minimum of twenty-seven (27) months of historical
provider information, including provider rates and effective dates, provider
program and status codes, and summary payment data.

Maintain online access to the provider master file with inquiry by provider
name, provider number, tax ID, UPIN, NPI, or group number.

Maintain the provider name on the provider master file as one continuous field for
company names and as Last, First, M| and Title for individuas; with the capability to
sort individuas by last name.

Maintain the minimum data set prescribed by Part 11 of the State Medicaid
Manual .

|dentify by provider any applicable type code, location code, practice type code,
category of service code, and medical specialty code which is used in the District
of Columbia medical assistance Program, and which affects provider billing,
claim pricing, or other processing activities.

Provide for identification of sufficient numbers of provider type codes to
accommodate current and future needs of the Program (potentially up to 100 of any
one kind of provider type code may be needed).

Maintain effective dates for provider group membership, enrollment status, EMC
billing data, restriction and on-review data, certification(s), speciaty, claim types, and
other user-specified provider status codes and indicators. The certification and
speciaty will only be put on the individual records of the service provider. No
specialty or provider type should be assigned on the group provider number.

Accept ontline, real-time updates of review or restriction indicators and dates on a
provider's record to assist MAA in monitoring a provider's medical practice.
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C.6.2.2.20

C.6.22.21
C.6.2.2.22

C.6.2.2.23

C.6.2.2.24

C.6.2.2.25

C.6.2.2.26

C.6.2.2.27

C.6.2.2.28
C.6.2.2.29

C.6.2.2.30

Accept group provider numbers, and relate individual providers to their groups, as
well as a group to itsindividua member providers, with effective dates. A single
group provider record must be able to identify up to 500 individuals who are
associated with the group.

Identify the entity through which a provider bills, if a billing service is used.

|dentify providers that use automated submittal of claims, automated remittances,
and/or automated funds transfer in claims processing.

Maintain multiple, provider-specific reimbursement rates, including per diems, rates
based on levels of care or other cost containment initiatives, with beginning and
ending effective dates for a minimum of 36 segments, with on-line, real-time update

capablity.

Maintain managed care capitation rates by HMO and rate ID with effective begin and
end dates for a period of 60 months.

Identify multiple practice locations where services were rendered for asingle
provider.

Maintain multiple addresses for a provider, including:
1. Pay to,

2. Mail to, and

3. Service location(s).

Maintain the number of beds and level of care, in addition to other District-specified
data elements with aminimum of 36 date-specific segments for long-term care
facilities (for example, NF, SNF, ICF-MR) and other institutional providers (for
example, inpatient).

Maintain all existing provider enrollment status codes with associated date spans.

Maintain specific codes for restricting the services for which providers may bill to
those for which they have the proper certifications (for example, 1ab certification
codes).

Maintain the flexibility to accommodate non medical providers on the provider

master file (for example, nonmedical case managers, school districts), and maintain
the necessary data on such providers.
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C.6.2.2.31
C.6.2.2.32

C.6.2.2.33

C.6.2.2.34

C.6.2.2.35

C.6.23

C.6.23.1
C.6.23.2

C.6.233
C.6.234

C.6.235
C.6.2.3.6

C.6.23.7

C.6.2.3.8

C.6.2.3.9
C.6.2.3.10

Perform mass updates to provider rate information at District direction.

Accept retroactive rate adjustments to the provider file.

Maintain summary-level accounts receivable and payable data in the provider file
which automatically updated after each claims processing payment cycle by calendar
and Didtrict fiscal year-to-date totals.

Maintain the flexibility to change provider types, specialties, categories, and convert
history records to reflect new provider type categories.

Maintain the capability to identify agency or department funding source based on
provider type or specialty.
Information Retrieval

At aminimum, the proposed system shall be capable of retrieving data necessary to
generate the following outputs and support the following information needs.
Information shall be made available in report format, ortline, or through another
medium as specified by the District. All on-line provider screens shall display basic
identifying provider information including name and number. The system shall
provide:

Reports to meet al Federal and District reporting requirements.
Enrollment approval/denial letters.

Report showing status of provider applications in process.

Group mailings and provider labels based on selection parameters such as provider
type, category of service, speciaty, county, and specia program participation.

List of providers to be deactivated/purged due to inactivity.

Alphabetic and numeric provider listings that can be generated by selection
parameters such as provider type, category of service, specialty, and enrollment
status.

A summary report of adds and changes to provider file data.
On-line information showing provider eigibility history.

Provider cross-reference listings for SSN and license numbers.

Report that displays growth in the number of active providers by provider type and
Speciaty over time.
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C.6.23.11

C.6.23.12

C.6.2.3.13

C.6.23.14
C.6.2.3.15

C.6.2.3.16

C.6.23.17
C.6.2.3.18

C.6.2.3.19

C.6.2.3.20

C.6.24

Report identifying providers who have changed practice arrangements (for example,
from one group practice to another) by provider type.

On-line information showing al rendering providers associated with a group, and all
groups with whom a rendering provider is associated, for user defined time periods.

Provider 1099 statements and associated payment reports.

Reports and ot line information required for ingtitutional rate setting.

Basic information about a provider displayed on a single screen (for example, name,
location, number, provider type, specialty, certification dates, and so forth).

License renewal required and expired.

Provider accounts receivable and payable data.

Additional provider information, such as provider addresses, group data, and
summary calendar and District Y TD claims submittal and payment data.

For institutional providers, the number of beds in the facility and reimbursement
rates.

On-review data, specia data (for example, lab certification data).

I nterfaces

The Provider Data M aintenance function must accommodate interface needs with the
following:

1. HMO Enrollment Broker,
2. Medicaid Web Portal,

3. Drug POS Contractor, and
4. DataWarehouse.

C.6.3 REFERENCE DATA MAINTENANCE

The Reference Data Maintenance function maintains pricing files for procedures and drugs,
and maintains other general reference information such as diagnoses, edit/audit criteria, edit
dispositions, and error and remittance text information. It provides a consolidated source of
reference information that is accessed by the MMIS during performance of other functions,

including all claims processing functions, Prior Authorization and TPL processing, and the

Management and Surveillance and Utilization Review reporting functions.

The District's goals in the maintenance of reference data are to:

1. Provide coding and pricing verification during claims processing for al

approved claim types and reimbursement methodol ogies, and

61



Medicaid Management Information System
RFP No. POTO-2006-R-0077

C.631

C.6.32

C.6.3.21

C.6.3.2.2

C.6.3.2.3

C.6.3.24
C.6.3.25

2. Maintain flexibility in reference parameters and file capacity to make the
MMIS capable of accommodating changes in the Medical assistance

program.

Inputs
The inputs to the Reference Data Maintenance function are:

1. District-approved updates for procedure, drug, diagnosis, edit/audit
criteria, and edit disposition files;

2. Bi-weekly updates from a contracted drug pricing service for drug codes
and prices,

3. CMS- HCPCS updates; and
|CD-9 diagnosis and procedure updates.

Processing Requirements

The Reference Data Maintenance function shall comply with the following requirements
in order to support the MMIS processing functions. It shall be able to:

Accept and maintain the minimum data set prescribed by Part 11 of the State
Medicaid Manual.

Maintain current and historical reference data, assuring that updates do not overlay or
otherwise make historical information inaccessible.

Accept District submitted o line and batch updates, additions, and deletions to all
reference files, including changes to individual records or mass changes to groups or
classes of records.

Maintain password control of staff making changes to reference data.

Maintain a Procedure data set which contains the five-character HCPCS code for
medical-surgical and other professional services, ADA denta codes; atwo-character
field for HCPCS pricing modifiers; and District of Columbia specific codes for other
medical services; the Procedure data set will contain, at a minimum, the following
elements:

1. Eight (8) date-specific pricing segments, including a pricing action
code and allowed amount for each segment;

2. District-specified restrictions on conditions to be met for a claim to be
paid including, but not limited to: provider type, specialty, lab
certification, recipient age/sex restrictions, prior authorization
required, place of service, type of service, appropriate diagnosis, units
of service, and the like;

3. Multiple modifiers and the percentage of the allowed price applicable
to each modifier;
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4. Narrative descriptions of procedure codes in both medical
terminology and lay language;

Indication of non-coverage by third party payers,

6. Other information such as accident-related indicators for possible
TPL, Federa cost-sharing indicators, Medicare coverage and allowed
amounts; and

7. PA required.

C.6.3.2.6 Maintain a Diagnosis data set utilizing the three- (3- ), four- (4- ), and five- (5-)
character ICD-9-CM coding system, which supports relationship editing between
diagnosis code and claim information including but not limited to:

Age,

Sex,

Family planning indicator,

Prior authorization,

Trauma diagnosis and accident cause codes,

Description of the diagnosis, and

N o g s~ w DN PRF

Primary and secondary diagnosis code usage.

C.6.3.2.7 Maintain English language descriptions of diagnoses.

C.6.3.2.8 Maintain flexibility in the diagnosis file to accommodate expanded diagnosis codes
with the potential implementation of ICD-10, without additional costs to the District.

C.6.3.2.9 Maintain a Drug data set of the eleven (11) digit National Drug Code (NDC), which
can accommodate updates from an updating service; the Drug data set shall contain,
at a minimum:

1. Eight (8) date-specific pricing segments which include all prices
and pricing action codes needed to adjudicate drug clamsin
accordance with District policy;

2. Indicator for multiple dispensing fees;
Indicator for drug rebate including name of manufacturer;

4. Didtrict-specified restrictions on conditions to be met for aclaim
to be paid including but not limited to minimum/maximum days
supply, quantities, refill restrictions, recipient age/sex restrictions,
medical review requirements, prior authorization requirements,
place of service, and the like;

5. Description of the drug code;
6. ldentification of the therapeutic class;
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C.6.3.2.10

C.63211

C.6.3.2.12

C.6.3.2.13

C.6.3.2.14

C.6.3.2.15

C.6.3.3

7. ldentification of strength, units, and quantity on which priceis
based; and

8. Indication of DESI status (designated as |ess than effective), and
IRS status (identical, related or similar to DESI drugs).

Maintain a Revenue Code data set for use in processing claims for inpatient and
outpatient hospital services.

Maintain flexibility to accommodate multiple reimbursement methodologies,
including DRG reimbursement for inpatient hospital care.

Maintain an Edit/Audit Criteria table to provide a user-controlled method of
implementing service frequency, quantity limitations, and service conflicts for
selected procedures and diagnoses, with on-line update capability.

Provide the ot line capability to place edit/audit criterialimits on types of service by
procedure code, revenue code, diagnosis codes, and drug class, based on:

Recipient age, sex, eligibility status;
Diagnosis;

Provider type, specialty;

Place of service;

TPL;

Tooth and surface codes;

N o g s~ w NP

Floating or calendar year period; and
8. Months or days periods.

Maintain a user-controlled Claim Edit Disposition data set with disposition information
for each edit used in claims processing, including the disposition (pay, suspend, pay and
report, deny) by submission medium within claim type, the description of errors, and the
related Explanation of Medical Benefits (EOMB) codes, with ot line update capability.

Maintain a user-controlled remittance and message text data set with access by edit
number, showing the remittance advice message for each error and the EOMB
messages, with online update capability.

I nformation Retrieval

At aminimum, the proposed system must be capable of retrieving data necessary to
generate the following outputs and support the following information needs.
Information must be made available in report format, on-line, or through another
medium as specified by the District. To support the Reference Data Maintenance
function the system must:
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C.6.33.1

C.6.3.3.2
C.6.3.3.3

C.6.3.34

C.6.3.35

C.6.34

Maintain online access to all Reference files with inquiry by the appropriate code,
depending on the file or table being accessed.

Maintain ortline inquiry to procedure and diagnosis files by key apha name.
Generate audit trail reports showing before and after image of changed data, the ID of
the person making the change, and the change date.

Generate listings of the Procedure, Diagnosis, Drug, Revenue Code, Medical Criteria,
Usual and Customary Charge, and other files based on variable, user-defined select
and sort criteria

Provide inquiry screensthat display:

1. All relevant pricing data and restrictive limitations for claims
processing, and

2. All pertinent data for claims processing and report generation.

I nterfaces

The Reference Data Maintenance function must interface with:

o 0 s~ w DN

Drug updating service,

CMS-HCPCS updates,

|CD-9 or other diagnosis/surgery code updating service,
DRG Updates,

POS Contractor, and

Data Warehouse and Web Portal.

C.6.4 PRIOR AUTHORIZATION (PA) PROCESSING

The Prior Authorization Processing function is a mechanism to review, assess, and pre-
approve selected non-emergency medical services prior to actual delivery. It servesasa
cost-containment and utilization review mechanism for the District of Columbia medical
assistance program, and enables the MMI S to approve payment for only those treatments
and/or services that are medically necessary, appropriate, or cost-effective. Additional
objectives of the District which are implemented through the Prior Authorization Processing
function are to:

1.

Enable the District to periodically revise the types of services for which
prior authorization is required;

Control the amount that the Medicaid Program pays for specified
services, the amount approved through the prior authorization process
may never exceed the amount indicated on the procedure file, but it may
be less than the procedure file price;
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C.641

C.64.2

C64.21

3. Provide the capability to change at any time the scope of services
authorized and to extend or limit the effective dates of authorization; and

4. |dentify the status of prior authorizations, to include pended, approved,
and denied.

I nputs

The inputs to the Prior Authorization Processing function are:

1.

On-line entry of prior authorization approval, renewal, or change
information by District staff and contract staff (Example Delmarva) to
prior authorization files which support both medical, dental, and
specia program prior authorization functions;

Interface with DC Medicaid enterprise Web Portal;

Interface with prior authorization contract staff via broadband or
ISDN or T1 or telephone modem to alow access MMIS prior
authorization screens to approve, deny, and suspend claims into the
MMIS system directly.

Reported changes in recipient status; for example, death, changein
level of care, level of severity and digibility for programs;

Batch or real time update via X12N 278 transactions used PC modem
or from Web Portal; and

Updates from claims processing that “ draw down” authorized
services, units, dollars, and/or percentages and from adjustment
processing to “ add back” services, units, dollars and /or percentages.

Processing Requirements
The Prior authorization function included in the proposed system shall:
Support the District's medical Prior Authorization function by maintaining a prior
authorization data set with multiple line-items for requested and authorized services by

procedure codes(s), range of procedure codes, unit of services billed and authorized with
the following minimum information:

1. A unique, system assigned PA number;
2. |D of authorized provider;

3. Recipient ID, recipient name, and age for whom services are
requested;

4. Method of transmittal;

5. multiple line items for requested and approved authorized services
by revenue code, procedure code(s), multiple modifiers or al
modifiers, range of procedure codes, tooth numbers, quadrants,
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C.6.4.2.2

C.64.23
C.64.24
C.6.4.25
C.6.4.2.6

c.64.2.7

units billed and authorized; dollar amount billed and authorized:;
percentage of billed and authorized;

Unitsof service exhausted/remaining, including those recouped in
claim adjustments;

Diagnosis, place of service, date of service, and category of
service and description;

8. Approval, pended or denial reason codes,

9. Prior authorization request date of receipt, date of entry, and date

10.
11.
12.
13.

of decision;

Beginning and ending dates during which the PA isvalid,
Cross-reference to claims paid under the PA;

ID of authorizing person; and

Date of PA request.

Maintain a free-form text area on the PA record for specia considerations, along with
aflag to allow the system to identify authorizations with special considerations.

Accept ortline, real-time entry and update of Prior Authorization requests.

Maintain password control of inquiry, entry, updates, or change to the PA data set.

Assign system-generated unique PA numbers to PA requests.

Edit to prevent duplicate PA numbers from being entered into the system.

Edit PAs on-line to include:

a M 0w N e

Valid provider ID and dligibility;
Valid recipient ID and eligibility;
Valid procedure, diagnosis code;
Presence of required claim-type-specific data on the PA; and

Duplicate authorization check for previously authorized or
previoudly adjudicated services.
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C.6.4.2.8
C.6.4.29

C.6.4.2.10
C6.4.211

C.6.4.2.12
C.6.4.2.14

C.6.4.2.15

C.6.4.2.16

C.64.2.17

C.6.4.2.18

C.64.3

Identify PAs containing errors with a status of suspended.

Identify errors on suspended prior authorizations as to the specific field in error and
the particular edit that was failed.

Accept ontline, real-time corrections to suspended PAS.

Maintain and update PA units and/or dollars used based on claims processing to
indicate that the authorized service has been used or partialy used up, and to restore
units and/or dollars when a claim is adjusted.

Purge old PA records at Didtrict direction.

Provide on line updateable letter templates for all prior authorization letters with the
ability to add free form text specific to add free form text specific to a provider or
recipient.

Automatically generate letters to recipients, agencies and/or providers for prior
authorization denied and reasons why or requesting additional information or
approval. X12N 278 responsg, if provider enrolled to use of standard transaction.

Provide the capability to perform mass updates of prior authorization records; for
example, when there is a change made and a procedure mo longer requires prior
authorization.

Provide the ability to submit prior authorization requests, receive confirmations and
other related information in a secured, password protected web site. The web-enabled
Prior Authorization system shall accept and send HIPAA compliant EDI formats and
meet MAA security, confidentiality and privacy requirements and HIPAA and other
federal security, confidentiality and privacy requirements.

Maintain an online audit trial of all updates to prior authorization data.

Information Retrieval

At aminimum, the proposed system must be capable of retrieving data necessary to
generate the following outputs and support the following information needs. Information
must be made available in report format, ontline, or through another medium as specified
by the District. To support the Prior Authorization function the system must:
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C.6.43.1

C.6.4.3.2

C.6.4.33

C.6.434

C.64.4

C.65

Provide on-line terminal inquiry access to the Prior Authorization data set, even after
the PA isclosed or all services have been used.

Maintain ortline inquiry to al information in the PA data set with access by recipient
ID, provider 1D, and PA number with a secondary access keyed by service code and
service date range for recipient and provider inquiries.

Generate approval, denial, and pending notices to providers, recipients, districts, and

departments.

Generate reports that, at a minimum, include:

1. Type of authorization and number approved/denied by authorizer,
units and dollar value of services used and not used;

2. Duplicate or overlapping PAS;

3. Frequency of service codes requested and authorized;

4. Cost savings (amount requested versus amount approved);

5. Utilization reports (including the number of times particular services
were approved);

6. Prior authorization by entering clerk 1D, sorted by authorization type,
including the status and date of entry, date of referral, and date of
decision for each prior authorization;

7. Reportsto meet all federal and district reporting requirements;

. Monthly reports of denias (including denial reason), approvals,
pends, (including pending reason), with YTD totals; and

9. PAsnot used within six (6) months of approval.

I nterfaces

The Prior Authorization (PA) processing function shall accommodate interface needs
with the following:

1. DataWarehouse and Web Portal.
2. Safe Passages Integration System (SPIS)

CLAIMSCONTROL

The Claims Control function ensuresthat all claims and related input to the MMIS are
captured at the earliest possible time and in an accurate manner. This function monitors the
movement and distribution of claim batches once they are entered into the system to ensure
an accurate trail from receipt of claims through data entry, to fina disposition. The function
includes both manual and automated processes for claim control.

Additional objectives of this function of the MMIS are to:
1. Maintain control over al transactions during their entire processing cycle,
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C.65.1

C.65.2

C.6521

C.6.5.2.2

C.6.5.2.3

C.6.5.24

C.6.5.25

C.6.5.2.6
C.6.5.2.7

C.6.5.3

2. Provide accurate and compl ete registers and audit trails of all processing,
and

3. Monitor the location of all claims at all times.

I nputs

The inputs to the Claims Control function are described in SubsectionC.6.6, Claims
Entry function.

Processing Requirements

The processing capabilities that shall be present in the MMIS to support the Claims
Control function are:

Identify, upon receipt, each claim, adjustment, and financial transaction with a unique
control number that includes date of receipt, batch number, claim input media, and
sequence of document within the batch.

Monitor and track al claims, adjustments, and financial transactions from receipt to
final disposition.

Maintain a microform image of all claims, attachments, adjustment requests, and
other documents. The microform must contain an image of the claim, regardless of
how it was submitted, and a complete index to al claims contained on the microform.

Maintain batch controls and batch audit trails for all claims and other transactions
entered into the system.
Identify any activated claim batches that fail to balance to control counts.

Edit to prevent duplicate entry of electronic media claims.

Provide processes and data to meet minimum requirements in Part 11 of the State
Medicaid Manual.

Information Retrieval

At aminimum, the proposed system shall be capable of retrieving data necessary to
generate the following outputs and support the following information needs. Information
must be made available in report format, on-line, or through another medium as specified
by the District. To support the Claims Control function the system shall provide for:
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C.6.53.1 On-line inquiry to claims, adjustments, and financial transactions, from data entry to
adjudication, with access keys specified in paragraph C.6.10.2.8.

C.6.5.3.2 Easy retrieval of microform images by control number.

C.6.533 An audit trail record with each claim record that shows any error codes posted to the
claim in current processing.

C.6.5.34 Inventory management analysis by claim type, processing location, and age.
C.6.535 Input control listings.

C.6.5.3.6 Returned claim logs.

C.6.5.3.7 Exception reports of claims in suspense in a particular processing location for more
than a user-specified number of days.

C.6.5.3.8 Inquiry screens to include pertinent header and detail claim data and status.

C.654 I nterfaces

There are no external automated interfaces identified for the Claims Control function.

C.6.6 CLAIMSENTRY

After claims and other transactions have been prepared for processing during claims recei pt
and control, they are entered into the MMIS for pricing and edit/audit processing. The
Claims Entry function ensures the accuracy, reasonableness, and integrity of MMIS entered
data for further processing.

The Claims Entry function of the MMIS shall accept claims and other transactions via hard-
copy and electronic media to include tape, diskette and electronic transmission. It isthe
intent of the District of Columbiato maximize the use of electronic claims entry.

C.6.6.1 I nputs

Inputs to the Claims Entry function are the inputs for all of the claims processing
functions. They consist of:

1. Claim forms (in both hard-copy and electronic formats) including:
a) CMS-1500 (12-90 version);
b) UB-92 (whenimplemented in October 1993);

c) ALL X12N transactions, that includes 837 I, P, Ds where
electronic media may include magnetic tape, diskette, CD, DVD
or direct entry via personal computer using dial-up
telecommunications facilities or public telecommunications
networks,
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C.6.6.2

C.6.6.2.1

C.6.6.2.2
C.6.6.2.3

C.6.6.24

C.6.6.2.5
C.6.6.2.6

C.6.6.3

2. Any other standard forms required by special programs or service
categories;

3. Crossover claims for Medicare coinsurance and deductible, for Part A and
Part B;

4. Claim adjustment documents, including crossover adjustments;
5. Attachments required for claims adjudication, including:
a) TPL Explanation of Benefits,
b) sterilization, abortion, and hysterectomy consent forms; and
¢) medical documentation to support medical review;

6. Manual or automated medical expenditure transactions which have been
processed outside of the MMIS; and

7. Non-claim specific financia transactions such as fraud and abuse
settlements, TPL recoveries, and cash receipts.

Processing Requirements

The Claims Entry function will rely on manual and automated procedures to ensure the
accuracy and reasonableness of the entered claims data. The capabilities that the MMIS
shall have to support the claims entry function are:

Accept claims via hard-copy or electronic media formats from providers, billing
services, and Medicare carriers and intermediaries.

Identify claims for services covered under each of the various MAA programs.

Provide the capacity for key re-verification of critical fields, data entry software
editing, supervisor aLdit verification of keyed claims, or other methods determined
acceptable by the District.

Maintain extract files which contain key elements of support files to verify the
validity of entered claim information and the accuracy of keying; extract files will be

updated with current information during the same cycle for which update transactions
are applied to file records.

Identify, and alow on-line correction to, claims with data ertry errors.

Provide processes and data to meet minimum requirements of Part 11 of the State
Medicaid Manual.

Information Retrieval

The primary output of the Claims Entry function is the transmission of MMIS entered
claim, adjustment and financial transaction data into the Claims Edit/Audit, Pricing, and
Financial Processing functions for processing. In addition, these types of reports shall be
produced as outputs of the Claims Entry function:

1. Claimsentry statistics;
2. Dataentry operator statistics, including volume, speed, and accuracy; and
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3. Electronic submission statistics.

C.6.64 I nterfaces

The Claims Entry function must interface with provider, biller, and Medicare carrier and
intermediary electronic networks as applicable. These include:

1. Telecommunication links, and
2. Personal computer.

C.6.7 EDIT/AUDIT PROCESSING

The Edit/Audit Processing function ensures that claims are processed in accordance with
District of Columbia policy. This processing includes application of non-history-related edits
and history-related audits to the claim. Claims are screened against recipient and provider
eigibility files; pended and paid/denied claims history; and procedure, drug, diagnosis, and
edit/audit files. Those claims that exceed Program limitations or do not satisfy Program or
processing requirements, suspend with error messages. They are then reviewed by

Contractor staff using District-approved adjudication guidelines, or forwarded to the District
for medical review or manual pricing.

C6.7.1 Inputs

The inputs to the Edit/Audit Processing function are the claims that have been entered
into the claims processing system from the Claims Entry function, claims that are
recycled after correction, and claims released to editing after a certain number of cycles
based on defined edit criteria.

C.6.7.2 Processing Requirements

Complete identification of edit criteriawill occur during the requirements analysis phase
of the implementation contract. Basic editing necessary to pass the claims onto
subsequent processing requires that the MMIS has the capabilities to:

C6.7.21 Reformat key-entered and EMC claims into common processing formats for each
claim type.
C.6.7.2.2 Edit each data element on the claim record for required presence, format, consistency,

reasonabl eness, and/or allowable vaues.

C.6.7.2.3 Identify all error codes for claims which fail daily processing edits at initial
processing, so as to not require multiple resubmissions of claims.
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C6.7.24

C.6.7.25

C.6.7.2.6

C.6.7.2.7

C.6.7.2.8

C.6.7.2.9

C.6.7.2.10
C6.7.211

C.6.7.2.12

C.6.7.2.13
C.6.7.2.14

C.6.7.2.15

C.6.7.2.16

C.6.7.2.17
C.6.7.2.18

C.6.7.2.19

Identify the processing outcome of claims (suspend or deny) which fail edits, based
on the edit disposition file.

Provide for online resolution of suspended claims.

Identify potential third-party liability (including Medicare) and deny the clam if it is
for aservice covered or presumed to be covered by athird-party, based on procedure
codes, drug codes, categories of service, the TPL carrier coverage matrix, or a
combination of data from these sources.

Edit to assure that TPL has been satisfied and that a TPL denia attachment is present
if required; suspend claims for prepayment review for potential TPL based on amount
billed, claim type, procedure code, diagnosis code, insurance indicators, and other
Didtrict-specified criteria.

Edit to assure that the services for which payment is requested are covered by the
Digtrict of Columbia Medical Assistance Program.
Edit to assure that all required attachments, per the reference files, are present.

Edit for and suspend claims requiring provider or recipient prepayment review.

Maintain afunction to process claims against an edit/audit criteria table and an error
disposition file (maintained in the Reference Data Maintenance function) to provide
flexibility in edit and audit processing.

Edit to assure that reported diagnosis and procedure codes are present on Medicare
crossover claims and all other appropriate claim types.

Edit for recipient eligibility on date(s) of service.

Apply edits to identify claims for newborns for whom €ligibility records have not yet
been created, but for whom claims may be paid based on the mother's dligibility.

Edit for specia digibility records indicating recipient participation in special
programs where program service limitations or restrictions may vary.

Edit provider eligibility to perform type of service rendered on date of service.

Edit for provider participation as a member of the billing group.
Edit nursing home claims against recipient stay data, patient liability, and
admit/discharge information.

Edit for prior authorization requirements and to assure that a prior authorization
number is present on the claim and matches to an active prior authorization on the
MMIS.
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C.6.7.2.20

C.6.7.2.21

C.6.7.2.22

C.6.7.2.23

C.6.7.2.24
C.6.7.2.25

C.6.7.2.26

C.6.7.2.27
C.6.7.2.28

C.6.7.2.29

C.6.7.2.30

C.6.7.2.31
C.6.7.2.32

C.6.7.2.33
C.6.7.2.34

C.6.7.2.35
C.6.7.2.36

Edit prior-authorized claims and cut back billed units or dollars, as appropriate, to
remaining allowed units or dollars.

Edit for prior authorization on orthodontia claims where such authorization may
cause the claim to be payable even when recipient eligibility has ended.

Maintain edit disposition to deny claims for services that require prior authorization if
no PA isidentified or active.

Update the prior authorization record to reflect the services paid on the claim and the
number of services still remaining to be used.

Perform automated cross-checks and relationship edits on all claims.

Perform automated audit processing using history claims, suspended claims, and
same cycle claims.

Edit for potential duplicate claims based on a cross-reference of group and rendering
provider, multiple provider locations, and across provider and claim types.

Identify exact duplicate claims in the system.

Perform automated edits using duplicate audit and suspect-duplicate criteriato
validate against history ard same cycle claims.

Refine duplicate checking criteria to achieve a cost effective balance between
duplicate suspense rates and duplicate payments.

Maintain up to 20 current and 20 previous error code occurrences per claim header
and claim detail.

Edit and suspend each line on a multi-line nor+ingtitutional claim independently.

Edit each claim record completely during an edit or audit cycle, rather than ceasing
the edit process when an edit failure is encountered.

Identify and track all edits and audits posted to the claim in asingle cycle.

Provide, for each error code, a resolution code, an override, force or deny indicator,
and the date that the error was resolved, forced, or denied; forced claims shall carry
the ID of the operator.

Accept overrides of claim edits and audits in accordance with District guidelines.

Identify the claim disposition based on the edit status or force code with the highest
severity; the severity shall be readily modifiable on the Reference files.
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C.6.7.2.37

C.6.7.2.38
C.6.7.2.39

C.6.7.2.40

C.6.7.241

C.6.7.2.42

C.6.7.2.43
C.6.7.2.44

C.6.7.2.45

C.6.7.3

C.6.74

Integrate multiple edit processing runs into a single audit processing run, when
required.

Update claim history files with paid and denied claims from the previous audit run.
Maintain a record of services needed for audit processing where the audit criteria
covers a period longer than 27 months (such as once-in-a-lifetime procedures).

Provide the capability to easily change the disposition of editsto (1) pend to a
specific location, (2) deny, (3) pay and report, or (4) pay.

Maintain flexibility in setting claim edits to alow dispositions and exceptions to edits
based on hill/claim type, or submission media.

Provide processes and data to meet the minimum requirements of Part 11 of the State
Medicaid Manual.

Edit for time limits on dollars or units, as needed.

Edit claims with billed amounts that vary by a specified degree above or below
allowable amounts.

Edit billing, performing, referring, attending, operating and prescribing provider IDs
for validity.

I nformation Retrieval

The outputs of the Edit/Audit Processing function are the updated claim records used in
subsequent processing. Reports generated as aresult of edit/audit cycle processing are
included in C.6.10.3. The proposed system shall provide for ontline inquiry into
edit/audit status of claimsin process.

I nterfaces

There are no external automated interfaces for the Edit/Audit function.

C.6.8 CLAIMSPRICING

The Claims Pricing function calculates the payment amount for each service according to the
rules and limitations applicable to each claim type, category of service, and type of provider.
This process takes into consideration the Medicaid allowed amount, TPL payments,
Medicare payments, patient payments and prior authorized amounts. Prices are maintained
on the Reference files or provider-specific rate files and are date-specific.

The MMIS shall process and pay Medicare crossover claims.
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C.68.1

C.6.8.2

c.6.8.21

C.6.8.2.2
C.6.8.2.3

C.6.8.24

C.6.8.25

C.6.8.2.6
C.6.8.2.7

C.6.8.27.1

I nputs

The inputs into the Claims Pricing function are the claims that have been passed from the
editing cycles for pricing.

The Reference, Provider, and PA files containing pricing information are also inputs to
this function.

Processing Requirements

The Claims Pricing function of the MMIS shall have the capabilities to:

Identify the price for claims according to the date-specific pricing data and
reimbursement methodol ogies contained on Provider or Reference files based on date
of service on the claim.

Edit billed charges for high and low variances and flag any exceptions.

Identify and calculate payment amounts according to the fee schedules, per diem,
rates, and rules established by the District including the possible expanded use of fee
schedules for outpatient services besides outpatient laboratory services.

Maintain access to pricing and reimbursement methodol ogies to appropriately price
claims based on:

1. Fee schedulesfor physicians, dentists, and other practitioners;

2. DRGs, per diem, and percent of charges for inpatient hospital
services,

3. Fee schedules for laboratory outpatient services and other pricing
methods for outpatient services;

4. Per diem for nursing homes;

5. Medicare deductible and coinsurance amount for crossover claims;
and

6. Per capita monthly amount for HMOs.
Deduct patient liability amounts when pricing long-term care claims.

Deduct TPL amounts, as appropriate, when pricing claims.

Provide for the ability to price Medicare coinsurance or deductible crossover claims
either at the Medicaid allowed amount or as the amount of coinsurance and
deductible. In pricing by Medicaid allowed amount, Part B Medicare pricing should
be done at the line item level.

Ensure that the Medicare crossover claims for which, payments is requested, are

covered by the District of Columbia Medical assistance program and that the
Medicare portion of the claim had already been paid.
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C.6.8.2.8 Maintain flexibility to accommodate pricing of alternative service delivery systems,
such as case- management, managed care, and HMOs without major system
modifications, including alternative pricing for case managers or gatekeepers.

C.6.8.2.9 Price procedure codes alowing for multiple modifiers, which enable reimbursement
at varying percentages of allowable amounts.

C.6.8.210 Maintain multiple prices (at least 36 prices) for each LTC provider reimbursement

methodology.

C.68211 Provide processes and dates to meet the minimum requirements of Part 11 of the State
Medicaid Manud.

C.6.8.3 Information Retrieval

The outputs of the Claims Pricing function are priced claims that are passed on for
financial processing or suspended claims due to pricing edits.

C.6.84 I nterfaces
There are no external automated interfaces identified for the Claims Pricing function.

C.6.9 CLAIMSCORRECTION

The Claims Correction function supports the correction of claims that have suspended during
edit, audit, or pricing processing. The objective of this function is to support as much on-line
claims resolution as possible.

C.6.91 I nputs
The inputs to the Claims Correction function are:
1. Ontline entry of claim corrections to the fieldsin error;
2. Onlineforcing or overriding of certain edits; and

3. Provider, recipient, PA, and reference data related to the suspended
claims.

C.6.9.2 Processing Requirements

In order to meet the processing objectives of the Claims Correction function, the MMIS
shall have the following capabilities:

C.6.9.21 Provide onlineg, real-time claims resolution and edit override capabilities for all claim
types.
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C.6.9.2.2

C.6.9.23
C.6.9.24

C.6.9.25

C.6.9.2.6

C.6.9.2.7

C.6.9.2.8

C.6.9.2.9

C.6.9.2.10

C.6.9.211

C.6.9.2.12
C.6.9.2.13

C.6.9.2.14

C.6.9.2.15

C.6.93

C.6.94

Maintain claim correction screens which display all claims data as entered or
subsequently corrected.

Completely re-edit corrected claims.
Maintain inquiry and update capability to claim correction screens with access keys
as specified in C.6.10.2.8.

Accept global releases to suspended claims based on District-defined criteria, and
release claims to editing.

Maintain error codes and messages that clearly identify the reason(s) for the
suspension and highlight the fields in error on claim correction screens; display al
failed edits on screens to facilitate claim correction.

Provide access to related provider data from the Provider Data Maintenance function
through windowing, split screen, or other electronic techniques.

Provide access to related recipient data from the Recipient Data Maintenance function
through windowing, split screen, or other electronic techniques.

Provide access to related reference data from the Reference Data M ai ntenance
function through windowing, split screen, or other electronic technique.

Identify and provide access to potential duplicate claims and related claims data from
the claims history and status files through windowing, split screen, or other electronic
technique.

Assign a claim status of "pended"” to all claims to be corrected.

Assign a unique status to corrected claims.

Maintain al claims on the suspense file until corrected, automatically recycled, or
automatically denied according to District specifications.

Provide the capability to identify operators who can perform aforce or override on an
error code based on individual operator 1Ds or authorization level.

Provide processes and data to meet minimum requirements of Part 11 of the State
Medicaid Manudl.

I nformation Retrieval

The Claims Correction function generates updated claim records to recycle through edit
and audit processing. The proposed system shall be capable of retrieving information on
line to support the claims correction process, as defined above, and to document claim
corrections once they have been accomplished.

I nterfaces

There are no external automated interfaces identified for this function.
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C.6.10 CLAIMSOPERATIONSMANAGEMENT

The Claims Operations Management function provides the overall support and reporting for
all of the claims processing functions. It specifies the online claims status and history,
processing cycles, and inventory and other general reporting requirements for the claims
processing functions.

C.6.10.1 I nputs

The inputs to the Claims Operations Management function shall include al the claim
records from each processing cycle and other inputs described in SubsectionC.6.6.1.

C.6.10.2 Processing Requirements

The primary processes of Claims Operations Management are to maintain sufficient on
line claims information, provide on-line access to this information, and produce claims
processing reports. The capabilities that shall be included in this function are to:

C.6.10.2.1 Maintain twenty-seven (27) months of adjudicated (paid and denied) claims history
on a current, active claims history file for use in audit processing, on-line inquiry and
update, and printed claims inquiries, including, at a minimum:

Diagnosis code at the header and detail level;

Line item procedure codes, including modifiers;

Billing and rendering provider;

A W NP

Up to 20 current error codes at the detail level and 20 previous
error codes,

Billed, allowed, and paid amounts,
TPL amounts, if any;

N oo o

Procedure, drug, or other service codes, and
8. Date of service, date of adjudication, date of payment.

C.6.10.2.2 Provide ontline inquiry to suspended claims and their current status, showing claim
detail and the edits/audits applied to the claim, with access keys as specified in
C.6.10.2.8.

C.6.10.23  Maintain claims that have been archived from active claims history indefinitely on a
permanent history with key elements of the history claim.

C.6.10.24 Maintain arecord of any services that, due to District policy, are required for

processing for alonger span of time than that covered by the active claims history
(such as once-in-a-lifetime procedures) on active claims history for audit processing.
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C.6.10.25

C.6.10.2.6

C.6.10.2.7
C.6.10.2.8

C.6.10.2.9

C.6.10.2.10

C.6.10.2.11

C.6.10.2.12

Maintain batch claim detail reporting capabilities by provider ID or recipient ID, with
multiple select and sort options, against current history.

Allow online request of claim detail reports and show all claims, adjustments, and
financia transactions that have occurred within the period for the selection
parameters requested.

Maintain non-claim-specific financia transactions on claims history.
Provide on-line inquiry access to the claims files based on multiple selection criteria,
including, but not limited to:
1. Recipient number,
2. Provider number, and
3. Claim control number.
Further limit the ontline inquiry by:
1. Dates of service,
Dates of payment,
Claim status,
Pace of service
Claim type,
Category of service,

N o g s~ WD

Provider type, and
8. Remittance number.

Provide summary screens with the number and dollar amounts of claims meeting the
selection criteria

Perform, at a minimum, one (1) edit and pricing processing cycle, one (1) audit
processing cycle, and one (1) payment processing cycle weekly.

Maintain a process to generate recipient Explanation of Medical Benefits (EOMBS) to
aDigtrict-approved sample and selection of recipients receiving services during the
reporting period, with special consideration for confidential services.

Track and update the claims inventory (to be processed, susperd, paid and denied)
after each claims processing cycle.
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C.6.10.2.13

C.6.10.2.14
C.6.10.2.15

C.6.10.2.16

C.6.10.3

Maintain the identity of the entity responsible for the claim based on provider type,
provider 1D, place of service and/or type of service; for example, SCHIP, Medicaid or
other.

Maintain the identity of the funding source and federal funding level for each claim.

Provide processes and data to meet the minimum requirements of Part 11 of the State
Medicaid Manual.

Provide a weekly status report of Contractor activities, to include claims receipt and
processing inventory, provider relations’ activity, system change request activity, and
so forth.

I nformation Retrieval

Besides the inquiry screens identified, the Claims Operations Management function must
include, at aminimum, the following types of outputs and reports. They will be produced
on paper, fiche, and on-line media:

C.6.10.3.1
C.6.10.3.2

C.6.10.3.3

C.6.10.34
C.6.10.3.5

Inventory management analysis by claim type, processing location, and age.

Report of receipts and production, by type of media, of claims received and processed
to afinalized status.

Report of claims inventory, processing activity, and average age of clams.

Inventory trend reports.

Report of claims and payments after each payment cycle, by claim type and MARS
category of service.
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C.6.10.3.6

C.6.10.3.7
C.6.10.3.8
C.6.10.3.9
C.6.10.3.10
C.6.10.3.11

C.6.10.3.12
C.6.10.3.13

C.6.10.3.14
C.6.10.3.15

C.6.10.3.16

C.6.104

Report of finalized claims, tapes, and EMC transmissions input into the weekly
payment cycle.

Error code analysis by claim type, provider and/or input media.

Edit/audit override analysis by claim type, edit/audit and operator ID.
Payment cycle time analysis by claim type, input media, and provider type.
Prepayment edit/audit savings by claim type, edit/audit and operator ID.
Reports on "specially handled" or manually processed claims.

User-requested ad-hoc reports from paid claims information.

Recipient EOMBs, which include all services provided to arecipient by any
participating provider, except for confidential services, and a layperson's description
of the services provided, the date(s) of service, and the payment amount.

Summary reports of the EOMBs generated.

Recipient and provider history printouts of adjudicated and/or suspended claims that
include a description of procedure, drug, diagnosis, and error codes.

Pay cycle, adjudicated claims files available for downloading to District Data
Warehouse and Web Portal, including paid and denied claims, adjustments, capitation,
and other payments and financia transactions. Claim information, which must be
documented, could potentially include all data elements captured and processed by
the MMIS.

I nterfaces

The Claims Operations Management function shall establish and maintain an interface
with the District Data Warehouse and Web Portal for monthly adjudicated claims data
extracts.

C.6.11 FINANCIAL PROCESSING

The Financial Processing function encompasses claim payment processing, adjustment
processing, accounts receivable processing, and all other financial transaction processing. It
ensures that all District funds are appropriately disbursed for claim payments and all post-
payment transactions are applied accurately.

The Financial Processing function is the last step in claims processing. It produces the
remittance advice, the financial reports and a request to the District Treasurer for check
issuance. At the end of each weekly claims processing cycle, the Financial Processing

function processes each provider's finalized claims and outstanding accounts due to the
District.
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C.6.111

I nputs

The Financial Processing function shall accept the following inputs:

1.

Adjudicated claims and claim adjustments from the claims processing
system,

2. Adjudicated claims to be paid from the POS Contractor;
3. On-line entered, non-claim-specific financial transactions, such as

C.6.11.2

recoupments, mass adjustments, cash transactions, and so forth; and

Provider, recipient, PA, and reference data from the MMIS.,

Processing Requirements

The District of Columbia MMIS shall perform financial processing in three basic
functional areas: 1) payment processing; 2) adjustment processing; 3) other financial
processing. Required system capabilities are classified under one of these headingsin
these subsections.

C.6.1121

C6.11.21.1
C6.11.21.2

C.6.11.2.1.3

Payment Processing - Claims that have passed al edit, audit, and pricing processing,
or which have been denied, are passed on for payment processing. Payment
processing must include the capability to:

Maintain payment mechanisms to providers.

Maintain provider accounts receivables and deduct appropriate amounts from
processed payments.

Generate provider remittance advice (RA) in electronic HIPAA standard format or
hard-copy media, to include the following information:

1. Anitemization of submitted claims that were paid, denied, or
adjusted, and any financial transactions that were processed for that
provider, including subtotals and totals;

2. Anitemization of suspended claims, including date of receipt and
suspense, and dollar amount billed;

3. Adjusted claim information showing both the original claim
information and the adjusted information, with an explanation of the
adjustment reason code;

4. Reason for procurement;

. Indication that a claim has been rejected due to TPL coverage on file
for the recipient with a specia message giving the recipient’ s policy
and group number as well as the insurance carrier and address,

6. Explanatory messages relating to the claim payment cutback or
denidl;
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C.6.11.214

C.6.11.2.1.5

C.6.11.2.1.6

C.6.11.2.1.7

C.6.11.2.1.8

C.6.11.2.1.9

C.6.11.2.2

C6.11.2.2.1

C.6.11.2.2.2

C.6.11.2.2.3

C.6.11.2.2.3

C.6.11.2.24

C.6.11.2.25

7. Summary section containing earnings information regarding the
number of claims paid, denied, suspended, adjusted, in process, and
financial transactions for the current payment period, monthto-date
and year-to-date; and

8. A list of al relevant error messages per claim header and claim detail,
which would cause a claim to be denied.

Provide flexibility in the format, sequences and content of the remittance advice for
different claim types (such as hospital, pharmacy, professiona, LTC).

Provide the capability to print informational messages on RAs, with multiple
messages available on a user-maintainable message text file, with parameters such as
provider type, claim type, and payment cycle date(s).

Provide the flexibility to suppress the generation of zero-pay warrants but do generate
associated remittance advice.

Maintain a process to automatically establish an account receivable for a provider if
the net transaction of claims and financial transactions results in a negative amount.

Update provider payment data and 1099 data on the Provider data set.

Create a warrant file to be used by the District to reimburse its medical providers.

Adjustment Processing - Adjustments will be processed in the regular claims
processing cycles. The MMIS adjustment processing function must have the
capabilitiesto:

Maintain complete audit trails of adjustment processing activities on the claims
history files.

Update provider and recipient claims history with all appropriate financial records
and reflect adjustments in subsequent reporting, including TPL claim-specific
recoveries.

Maintain a process to identify the claim to be adjusted, display it on a screen, and
change the fields to be adjusted with minimal entry of new data.

Maintain the original claim and the results of adjustment transactions in claims
history; link all claims and subsequent adjustments by control number.

Reverse the amounts previously paid and then process the adjustment so that the
adjustment can be easily identified.

Provide the methodology to process the adjustment offset in the same payment cycle
asthe adjusting claim.
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C.6.11.2.2.6

C.6.11.2.2.7

C.6.11.2.2.8

C.6.11.2.29

C.6.11.2.2.10

C.6.11.2211

C.6.11.2.2.12

C.6.11.2.2.13

C.6.11.2.2.14

C.6.11.23

C.6.11.23.1

Re-edit, re-price, and re-audit each adjustment, including checking for duplication
against other regular ard adjustment claims, in history and in process.

Maintain an adjustment reason code that indicates the reason for the adjustment and
the disposition of the claim (additional payment, recovery, history only, and so forth)
for use in reporting the adjustment.

Provide the methodology to allow ontline changes to the adjustment claim record to
reflect corrections or changes to information during the claim correction (suspense
resolution) process.

Maintain a mass-adjustment function to re-price claims for retroactive pricing
changes, recipient or provider eligibility changes, and other changes necessitating
reprocessing of multiple clams.

Maintain an ot line mass-adjustment sel ection screen, limited to select users, to enter
selection parameters such as time period, provider number(s), recipient number(s),
service code(s), and claim type(s); claims meeting the selection criteria will be
displayed for initiator review, and the initiator will have the capability to select or
unselect chosen claims for continued adjustment processing.

Maintain a retroactive rate adjustment capability which will automatically identify all
claims affected by the adjustment, create adjustment records for them, reprocess
them, and maintain alink between the original and adjusted claim.

Maintain control to apply successive adjustments to the most current version of the
clam.

Update prior authorization units and dollars used for each claim adjustment or void
that is adjudicated to be paid.

Provide an automated process, which will close HMO spans on the recipient
eigibility file and adjust capitation payments when an HMO closes.

Other Financial Processing - Financia transactions such as voids, reissues, manual
checks, cash receipts, repayments, cost settlements, overpayment adjustments, and
recoupments will be processed as part of the Financial Processing function. To
process them, the MMIS must have the capabilities to:

Maintain o line access and update capability to an accounts receivable file which
processes and reports financial transactions by type of transaction and provider or
other entity (for example, carrier, drug manufacturer). Thefile, a a minimum, must
include:

1. Provider number/entity identification,
2. Account balance,
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C.6.11.2.3.2

C.6.11.2.3.3

C.6.11.234

C.6.11.2.35

C.6.11.2.3.6

C.6.11.2.3.7
C.6.11.2.3.8

C.6.11.2.3.9

Percent or dollar amount to be withheld from future payments,
Reason indicator,

Type of collection,

Authorizing party,

Due date for recoupment,

Program and authorizing agency to be charged,

© © N o U A~ W

Lien holder and amount of lien, and

10. 1099 adjustment indicator.

Maintain sufficient controls to track each financial transaction, balance each batch,
and maintain appropriate audit trails on the claims history file.

Maintain ortline inquiry to financial information with access by provider 1D or entity
identification; at a minimum include:

Overpayment information,

Receivable account balance and established date,

Percentages and/or dollar amounts to be deducted from payments,

Type of collections made and date,

a s~ w DN PP

Both financial transactions (non-claim-specific) and adjustments
(claim-specific), and

6. Datato meet CMS-64 reporting.

Maintain a recoupment process, which sets up provider accounts receivable that can
be either automatically recouped from claims payments or satisfied by repayments
from the provider or both.

Maintain the capability to identify and recoup from all providers who have received
payment for services to arecipient following the date of death.

Maintain a methodology to apply monies received toward the established recoupment
to the accounts receivable file, including the remittance advice date, number, and
amount, and transfer that data to an ot line provider paid claims summary.

|dentify atype and disposition on refunds or pay outs.
Provide a method to link refunds to the specific claim affected, according to cost-
effective guidelines established by the District.

Generate provider 1099 reports annually, which indicate the total paid claims minus
any recoupments or credits.
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C.6.11.2.3.10

C.6.11.2311

C.6.11.2.3.12

C.6.11.2.3.13

C.6.11.2.3.14

C.6.11.2.3.15
C.6.11.2.3.16

C.6.11.2.3.17

C.6.11.2.3.18

C.6.11.2.3.19

C.6.11.2.3.20

C.6.11.2.3.21

C.6.11.3

Maintain a process to adjust providers 1099 earnings reports with pay-out or
recoupment amounts issued in the accounts receivable file.

Maintain a process to accommodate the issuance and tracking
of nonprovider-specific payments through the MMIS (for example, refund of an
insurance company overpayment) and adjust expenditure reporting appropriately.

Maintain lien and assignment information to be used in directing or splitting
payments to the provider and lien holder.

Identify providers with credit balances and no claim activity during a District-
specified number of months.

Generate overpayment letters to providers when establishing accounts receivables.

Identify and track shared expenditures with other agencies.

Track al financial transactions, by source, to include TPL recoveries, fraud and abuse
recoveries, provider payments, drug rebates, and so forth.

Accept claim-specific and gross recoveries, regardless of submitter (provider, carrier,
recipient, drug manufacturer); apply gross recoveries to providers or recipients as
identifiable.

Maintain a process of fiscal pends, wherein payments are held on adjudicated clams
based on criteria established by the District, to include claim type, provider type,
specific ID, and dollars; the District will specify release of fiscal pends based on the
above, or other established criteria

Provide processes and data to meet minimum requirements in Part 11 of the State
Medicaid Manual.

Provide a process to designate to which Federal fiscal year recoveries are to be
shown.

Maintain a process to provide data and generate the CMS-37, Medicaid Program
Budget Report.

I nformation Retrieval

The outputs of the Financial Processing function shall meet al Federal and District reporting
requirements, and shall provide the information necessary to assess compliance with Federal
certification.

C6.11.31

The reports shall be designed for ease of use and interpretations, reflect District
needs, and include the following, at a minimum:

1. Reportsof expenditures by department, program, and special
Federal funding categories (Month-to-Date and Y ear-to-Date);
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10.
11.
12.

13.
14.

15.
16.
17.
18.
19.

© ®© N o 0 Mo

Counts of adjustments and other financial transactions, by
provider type, claim type, and so forth;

Standard accounting balance and control reports;
Remittance summaries and payment summaries,

Gross receivables invoiced by accounting code;

Detailed financial transaction registers,

CMS-37;

CMS-64 worksheet by Federal financial participation rate;
CMS 37 2 waiver reports,

MSIS tapes;

1099 tapesto IRS;

Quarterly recipient ranking by total claims by claim type or aid
category;

Range of recoupments by amount and time period for providers;

Outstanding accounts receivable, with flags on those that have no
activity within a Digtrict-specified period of time;

Cash receipts and returned funds;

Accounts receivable set-up during the reporting period;
Payment register;

Retroactive rate adjustments requested and performed; and

Reports that segregate and identify claim-specific and non-claim-
specific adjustments by type of transaction (pay out, recoupment,
or refund) and provider type on a monthly basis.

C.6.11.3.2  TheFinancia Processing function shall produce the remittance advice.

C.6.11.3.3  TheFinancia Processing function shall produce payment requests to District
Treasurer for providers and other entities.

C.6.11.34  The Financial Processing function must produce manually issued check requests to
District Treasurer.

C.6.114 I nterfaces
The Financial Processing function shall accommodate interface needs with the following:

1. POS Contractor - Practitioner claims containing Diagnosis Codes.
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C.6.12 THIRD PARTY LIABILITY (TPL) PROCESSING

The Third Party Liability (TPL) processing function helps the District of Columbia utilize the
private health, Medicare, and other third-party resources of its Medical Assistance recipients,
and ensures that Medical Assistance is the payer of last resort. This function works through a
combination of cost avoidance (non-payment of billed amounts for which athird party may
be liable also known as "pay and chase") and post-payment recovery (post-payment
collection of amounts for which athird party is liable). Primary reliance is on cost avoidance,
which is implemented automatically by the MMIS through use of edits and checks of various
data fields on recipient and reference files. Post- payment recovery is utilized as a back-up to
the cost avoidance process, and in certain situations where cost avoidance is impractical or
unallowable.

The information maintained by the MMIS TPL processing function includes recipient TPL
resource data, insurance carrier data, and post-payment recovery tracking data. TPL
coverage type and threshold information are used by the Claims Processing function during
claims adjudication.

The primary objectives of the District of Columbia MMIS TPL function are to:
Identify third-party resources available to Medical Assistance dligible,
2. Avoid paying for claims with potential third-party coverage,

3. Recover funds from third parties when TPL resources are identified after
the fact,

4. Meet Federal and District TPL reporting requirements, and

5. Pay the premiums for private health insurance for recipients (including
Medicare Buy-1n) when it is cost-effective to do so.

C.6.12.1 Inputs
The following are inputs to the TPL function of the MMIS:

1. Data matches with files from other government programs and private
insurance carriers,

2. Insurance carrier coverage data from a District maintained TPL
matrix;

3. TPL-related data from claims, claim attachments, or claims history
files, including:

a) Diagnosis codes, procedure codes, or other indicators
suggesting trauma or accident;

b) Indication that a TPL payment has been made for the claim
(including Medicare);

¢) Indication that the recipient has reported the existence of TPL
to the provider submitting the claim; and
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d) Indication that TPL is not available for the service claimed;

4. Recipient eligibility and TPL resource information from IMA based
on initia recipient enrollment;

5. Common Work File (BENDEX);

6. TPL information developed by claims resolution workers following
TPL edit errors,

7. Correspondence and phone calls from recipients, carriers, and
providers,

8. Parameters entered on-line to identify paid claims for tracking and
potential recovery; and

9. MMIS recipient, reference, and provider data.

C.6.12.2 Processing Requirements
The District of Columbia TPL processing function must include the following processing
capabilities:

C.6.1221  Maintain accurate third-party resource information by recipient including:

1. Name, ID number, date of birth, date of death, SSN of eligible
recipient;

2. Policy number or Medicare HIC number and group number;

3. Name and address of policyholder, relationship to eligible
recipient, SSN of policyholder;

Assignment/subrogation;

Cost-avoidance bypass indicator;

Employer name and address,

Premium amount;

Type of policy and coverage, effective date of coverage;

Date of TPL verification and ID of individual who completed the
verification; and

© © N o g A

10. Insurance carrier ID.

C.6.12.2.2  Maintain third-party carrier information that includes:
1. Carrier ID and name,

Correspondence address,

Contact person and phone number,

Claims submission address, and

a M w DN

Types of coverage.
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C.6.12.23

C.6.12.24

C.6.12.25
C.6.12.2.6

C.6.12.2.7

C.6.12.2.8
C.6.12.29

C.6.12.2.10

C.6.12.211

C.6.12.2.12
C.6.12.2.13

C.6.12.2.14

C.6.12.2.15

C.6.12.2.16
C.6.12.2.17

C.6.12.2.18

C.6.12.2.19
C.6.12.2.20

C.6.12.2.21

Provide for fifteen (15) date-specific TPL resources (including Medicare) for each
recipient.

Maintain historical information on third-party resources for each recipient.

Maintain a cross-reference of carrier and employer data.

Maintain the capability to display, inquire into, or update carrier coverage data on
line.

Maintain the capability to display, inquire into, or update recipient TPL data on-line.

Accept batch updates to the TPL resource data based on information from IMA.

Edit on-line transaction data for presence, format, validity, and consistency with other
data in the update transaction and in the TPL files.

Edit al batch input transactions from interfacing systems and data match processes to
ensure consistency and validity of data.

Identify recipients for whom insurance premiums are to be paid, including effective
dates and amount of payment.

Identify al payments avoided due to established TPL, as defined by the District.

Maintain a process to identify previously paid claims for recovery when TPL
resources are identified or verified retroactively, and to facilitate recovery within 60
days from the end of the month in which the claim was adjudicated.

Maintain a case-tracking system for post-payment recovery of paid claims due to
health insurance, casualty, and District cases subject to a recovery action.

Assign each case on the recovery case-tracking system a case number for
identification.
Provide for automated tracking of accounts receivable, by carrier.

Provide for automated tracking of recoveries, and posting of recoveries to individual
claim histories.

Track individual claims and multiple claims that reach a set District-defined threshold
(for example, $200) for post-payment recovery.

Accept free-form user notes on automated recovery case-tracking records.

Provide a process to perform data matching with other government agencies and
private insurers for potential TPL resources.

Maintain the ability to relate members of a case so that policy information for al
members can be entered with a single transaction.
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C.6.12.2.22

C.6.12.2.23

C.6.12.2.24

C.6.12.2.25

C.6.12.3

At a minimum, the proposed system shall be capable of retrieving data necessary to
generate the following outputs and support the following information needs. The
Contractor shall provide information in report format, ontline, or through another

Provide processes and data to meet minimum requirements in Part 11 of the State

Medicaid Manual.

Maintain a process to pay deductible and coinsurance amounts for those individuals

for whom insurance premiums are paid.

Maintain a process to meet the requirements of Section3910 of the State Medicaid
Manua regarding Medicaid Payments for Recipients Under Group Health Plans,
including the cost-effective analysis.

Maintain the capability to download TPL datato DOH TPL unit workstations.

I nformation Retrieval

medium as specified by the District. To support the TPL processing function the system
shall provide for:

C.6.123.1

Retrieval of paid claims from history based on user selected parameters including:

© © N o g b~ wDNPE

o
w N B O

Pay date,

Date of service,

Clam type,

Provider type,

Category of service,

DRG code,

Diagnosis code or range,
Procedure code,
Remittance advice number,

. Drug code,
. Drug therapeutic class,
. Provider number, and

. Recipient ID.
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C.6.12.32
C.6.12.33
C.6.12.34

C.6.12.35
C.6.12.3.6

C.6.12.3.7

C.6.12.3.8
C.6.12.3.9

C.6.12.3.10
C.6.123.11

C.6.12.3.12
C.6.12.3.13

C.6.12.3.14
C.6.12.3.15

C.6.12.3.16

C.6.12.3.17
C.6.12.3.18

C.6.12.3.19

C.6.124

Generation of cost-avoidance summary savings reports, including Medicare.
Detailed listing of cost-avoided claims.
Detailed listing of third-party resources utilized.

Listings of potential recovery claims based on user-input selection parameters.
Amounts billed and collected, current and Y TD, from the TPL case-tracking system,
by carrier.

Number and amount of recoveries by type; for example, estate, fraud collections,
private insurance and the like.

Unrecoverable amounts by type and reason.
Potential trauma or accident claims, including those passing threshold allowances.

Services subject to potential recovery when date of death is reported.

Unduplicated cost-avoidance reporting by medical assistance program category and
by type of service, with appropriate totals and subtotals.

Monthly listings of TPL carrier coverage data.
Audit trails of changesto TPL data.

Summary and detail reports on premiums paid.

Automated letters to carriers, recipients, and providers when recoveries are initiated,
when TPL resource data is needed, or when accident information is required and was
not supplied with the incoming claim.

Claim facsimiles to carriers, attorneys in recovery cases, or other parties.

On-line inquiry into TPL data.

Ontline access to claims suspended for TPL errors, and on-line resolution of errors by
assigned staff.

On-line report definition capability based on user selected criteria.

I nterfaces

The TPL function interfaces with:

1. Governmental agencies data matching,
2. Private insurers data matching, and
3. Workers compensation data matching.
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C.6.13LONG TERM CARE (LTC) PROCESSING

The purpose of the Long Term Care (LTC) Processing function is to support the processing
of nursing home and other long-term care claims through the maintenance of recipient-
specific nursing home data and provider-specific certification and rate data.

The District of Columbia MMIS LTC Processing function supports the District's objectives
to:

1. Reimburse providers for long-term care services,

2. Efficiently administer and manage the District of Columbia long-term
care programs through long-term care cost and utilization reports,

3. Monitor certification of long-term care facilities, and

4. Develop payment methodologies for long-term care services.

C.6.131 I nputs
The inputs to the LTC Processing function are:

1. Update transactions with placement level, facility, patient liability,
and effective dates,

2. Provider-specific LTC data;

3. UB92sand HIPAA complaint format claims (X12N 8371) from
providers; and

4. Recipient eligibility data from IMA including authorization status,
level of care, provider number, and spend-down amount.

C.6.13.2 Processing Requirements

The LTC Processing function uses recipient-specific LTC dataand LTC provider-specific
data to produce UB92s and HIPAA complaint format claims (X12N 8371) from providers
and remittance advice or HIPAA complaint X12N 835. In order to perform these
functions, LTC processing shall:
C.6.13.21  Maintain date-specific LTC data by recipient, to include:
1. Admission and discharge dates,
2. Home leave of absence and hospital hold bed days, and

3. Patient financia liability information.

C.6.13.22  Maintain date-specific LTC data by provider (LTC facility) to include:
1. Reimbursement rate;
2. Cetification date; and
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C.6.13.2.3
C.6.13.24
C.6.13.25

C.6.13.2.6
C.6.13.2.7

C.6.13.2.8

C.6.13.29

C.6.13.2.10

C.6.13.211
C.6.13.2.12

C.6.13.3

3. Type of facility (for example, NF, ICF-MR).
Accept ontline updates to recipient nursing home data.
Maintain inquiry to recipient LTC data with access by recipient ID.
Maintain current and historical LTC data to support claims processing and reporting.

Generate X 12N 835 and/or remittance advice.

Maintain an ot line claims processing suspense file of all monthly claims so that only
additions, changes, and deletions made by the provider to the claims need to be
resubmitted in standard format by the provider.

Update, in batch mode, recipient-related data on the LTC file from claims (for
example, date of death).

Identify patient liability amounts, Medicare and other third-party resources, and
deduct them from payments to providers.

Track patient liability amounts owed to the facility.

Track recipient leave and bed reserve days.

Provide processes and data to meet minimum requirements in Part 11 of the State
Medicaid Manual.

Information Retrieval

At a minimum, the proposed system must be capable of retrieving data necessary to
generate the following outputs and support the following information needs. Information
must be made available in report format, on-line, or through another medium as specified
by the District.

C.6.1331

C.6.13.3.2

The primary output of the LTC Processing function is remittance advice or HIPAA
standard format X 12N 835.

Reports generated by this function must include:
1. Anaysisof leave days,

2. Discrepancies between patient liability amounts on the claims and
on the LTC recipient data set,

Nursing facility rosters,

Patient liability amounts owed,

Hospital claims/bed-hold analysis/'comparison,

Audit trail of changesto LTC data,

Patients identified with a date of death from claims, and

N o g s~ w
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8. Reports for recoveries from estates indicating payments made by
provider.

C.6.13.4 Interfaces
There are no external automated interfaces identified for the LTC Processing function.

C.6.14 EARLY AND PERIODIC SCREENING, DIAGNOSIS, AND TREATMENT (EPSDT)
PROCESSING

The EPSDT processing function serves as the District's mechanism to identify and track
EPSDT services, and to generate notification letters to eligible recipients. The EPSDT
processing function supports the District's goals of:

1. Providing District of Columbia medical assistance recipients under the
age of 21 with a continuing system of health screenings and treatment
servicesto permit early detection of potentially chronic or disabling
health conditions,

2. Encouraging regular health care for these recipients to reduce the
occurrence of more serious and costly health problems, and

3. Maximizing Federal funds for the provision of health care to District of
Columbia eligible recipients under the age of 21.

The primary objectives of the automated EPSDT function of the MMIS are to:
1. Maintain identification of al individuals eligible for EPSDT services,

2. Establish automated procedures to support the initial notification of
eligible, and periodic re-notification of non-participants and participants
about the availability of EPSDT services,

3. Provide reports to meet Federal and District reporting requirements (CMS
416) and;

4. Other reports as required by the federal or local government and the
courts.

The District is especialy interested in enhanced reporting and tracking capabilities from the
MMIS EPSDT function. The ability to match recipient screenings to follow-up treatment
and link health care costs for EPSDT eligible to specific conditions are some of the areas
where enhanced reporting and tracking capabilities are desired.

C.6.141 I nputs
Inputs to the District of Columbia EPSDT function include:
1. Recipient demographics and program eligibility,
2. Periodicity schedules for ongoing notification,
3. Paid claims and managed care encounter data, and
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C.6.14.2

4. Changes to the wording of notifications.

Processing Requirements

The Digtrict of Columbia MMIS shall support the EPSDT program through the operation
of an EPSDT system with the following capabilities:

C.6.14.21

C.6.14.2.2

C.6.14.23

C.6.14.24
C.6.14.25

C.6.14.2.6

C.6.14.2.7

C.6.14.28

C.6.14.29
C.6.14.2.10

C.6.142.11

C.6.14.2.12

C.6.143

Identify EPSDT-eligible families, and automatically generate initial notices to newly
eligible or reinstated families that inform them about the availability of EPSDT hedlth
screening and diagnostic services, and encourage them to participate.

Generate notices, based on the District periodicity requirements, to parents,
guardians, or case heads of children participating in EPSDT, about the availability of
screening and treatment services. This includes members who are enrolled in an
HMO.

Generate annual notices to parents, guardians or case heads of nonparticipating,
eligible children, about EPSDT services.

Maintain a process to alow ontline, real-time update to the text of notification letters.
Maintain all EPSDT program eligibility records, periodicity schedules, recipient
notification and notification response dates, and screening dates.

Maintain, for each recipient, the EPSDT screening results, referrals and treatments for
abnormal conditions identified during the screenings.

Accept ot line updates of notification responses, screening information, and
periodicity schedules.

Provide on-line inquiry to EPSDT data with access by recipient ID.

Identify screening claims adjudicated during claims processing.

|dentify abnormal conditions, by screening date, and whether the condition was
treated or referred for treatment.

Track abnormal conditions, which have been referred but not yet treated, to claims,
submitted for the recipient, until all abnormal conditions have been treated.

Update recipient EPSDT data with screening results and dates, and referral and
treatment dates for abnormal conditions.

I nformation Retrieval

At a minimum, the proposed system shall be capable of retrieving data necessary to

generate the following outputs and support the following information needs. Information
must be made available in report format, on-line, or through another medium as specified
by the District. To support the EPSDT processing function the system shall provide for:
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C.6.1431  Generationof the mandated Federal EPSDT report (CMS-416), in the federally
required format, and including data from other District Agencies who provide EPSDT
services.

C.6.14.3.2  Management reports which can be sorted by District Office, then ordered
alphabetically by case head with children identified under case heads, and which
detail the following:
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0.

10.
11.
12.

13.

14.

Screenings performed;

Abnormalities found;

Immunizations delivered;

Dental procedures performed;

Referral treatments recommended and initiated;

Age groupings and geographic summaries of the above;
Summary natification reports;

Detail report of initial notifications sent by recipient ID within
District office;

Summary screening and results reports;
Detailed EPSDT-related services reports, by recipient, on request;
Number of days between screening and referred treatment;

Screening cost analysis, by screening provider, showing
utilization and expenditure data;

Expenditures for children who were screened compared to those
who were not screened; and

Untreated abnormalities after 30 days and 60 days, by recipient.

C.6.14.3.3 Initial and periodic notification documents.
c.6.144 I nterfaces

Interface with the District of Columbia EPSDT tracking System.
Interface with the Managed Care Organization for encounter claims.

C.6.15 QUALITY CONTROL/ASSURANCE

The Quality Control and Assurance function ensures that proper internal controls are
included in the operation and management of the District of Columbia MMIS.

Quality control is the system of internal controls that the Contractor utilizes in the operation

of the MMIS.

Quality assurance is achieved through an MMI S test system (integrated test

facility), which includes atest version of al on-line and batch programs and all MMISfiles.

99



Medicaid Management Information System
RFP No. POTO-2006-R-0077

The integrated test facility (ITF) allows the District to monitor the accuracy of the MMIS and
test proposed changes to the system by processing test claims and other transactions through
the system without affecting normal operations.

C.6.151 I nputs
The inputs to the Quality Control/Assurance function are:
1. System control reports, and
2. Test clams and other test transactions.

C.6.15.2 Processing Requirements
The quality assurance function shall be supported by an MMIS with the capabilities to:

C.6.15.21  Accept test claims data submitted by the District on hard-copy or eectronic media.
C.6.15.2.2 Identify test providers, recipients, and claims to maintain the integrity of routine
claims processing operations and files.
C.6.15.23  Generate output, including files, reports, tapes, micro media, etc., to be separately
identified and clearly labeled.

C.6.15.24  Perform claims processing in a simulated production environment.

C.6.15.25  Generate results on the functioning of tested edits or other conditions.
The quality control function shall be supported by an MMIS with the capability to:

C.6.15.26  Generate control reports for all necessary processes to track and validate records
input, processed, and output, with exceptions noted.

C.6.15.2.7  Monitor system controls.

C.6.15.28  Provide a methodology to consistently validate internal balances and controls.

C.6.15.3 Information Retrieval
The Quality Control/Assurance function shall provide for:

1. Claims processing output from claims processing runs, to include
reports, files, tapes, micro media, and so forth; and

2. Reports of the results of payment cycles.

C.6.154 I nterfaces
There are no external automated interfaces identified for this function.
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C.6.16 MANAGEMENT AND ADMINISTRATIVE REPORTING (MARYS)

The purpose of the Management and Administrative Reporting (MARS) function is to
provide programmatic, financial, and statistical reports to assist the District with fiscal
planning, control, monitoring, program and policy development, and evaluation of the
District of Columbia medical assistance program.

The MARS function is a comprehensive management tool that provides information on
program status and trends, and has the capability to analyze these historical trends and
predict the impact of policy changes on programs. This function uses key information from
other MMIS functions to generate reports.

The major inputs to this area are data from al the claims processing functions and the
Reference Data Maintenance, Recipient Data Maintenance, and Provider Data Maintenance
functions. The major process is the generation of the reports, and the major outputs are the
financial, statistical and summary reports required by Federal regulations, and other reports
that assist the District in the administration of the District of Columbia medical assistance
program.

This function must be flexible enough to meet both existing and proposed changes in format
and data requirements of Federal statistical reporting without major reprogramming or
expense, and provide maximum flexibility to accommodate future changes to meet the
unique reporting needs of District of Columbia's medical assistance program. The District of
Columbiawill also require a special separate MARS reporting for encounter claims received
from Managed Care Organizations.

The District's objective in the use of the Management and Administrative Reporting function

isto receive:
1. Comprehensive information reported by program and authorizing agency;
2. Comparisons of current program activity with activity in prior periods;
3. Reports that indicate trends in the programs;
4. Reports that monitor the progress of claims submission and claims

processing activity;
5. Summary reports which reflect the current status of claims payments;

6. Provider performance reports showing the extent of participation and
service delivery with the capability to specify the performing provider;
7. Reports of recipient participation and program use analysis;

8. Separate reporting of all types of claim adjustments and nonclaim-
specific financial transactions;

9. Reports that meet all Federal and District financial and statistical
reporting requirements; and

10. Reports in a form acceptable to the District and/or CM S, without manual
intervention or manipulation of data.
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The management reporting function shall meet all Federal MARS requirementsin Part 11 of
the State Medicaid Manual, effective on the operational start date.

C.6.16.1

C.6.16.2

C.6.16.21

C.6.16.2.2
C.6.16.2.3

C.6.16.24

C.6.16.2.5

I nputs
The MMIS shall accommodate the following inputs related to the MARS function:

1. Adjudicated claims data, suspended claims data, adjustments and
financial transactions, for the reporting period, from al the claims
processing functions and Financial Processing functions,

2. Reference data, for the reporting period, from the Reference Data
Maintenance function;

3. Provider data, for the reporting period, from the Provider Data
Maintenance function;

4. Recipient data, for the reporting period, from the Recipient Data
Maintenance, LTC processing, EPSDT processing, and TPL
processing functions,

5. Budget data; and

6. Financia data, for the reporting period, from the other sources (paper,
tape, diskette) not available from the MMIS Financial Processing
function.

Processing Requirements

The primary function of MARS, and one of the most important functions of the MMISin
general, is to generate useful and informative District and federally-required reports.
These reports are described in more detail in SubsectionC.6.16.3. To support production
of reports, the system must be capable of the following processing activities:

Extract data monthly from other functions of the MMIS, build MARS master file(s),
and create reporting extract files that are used to produce the monthly, quarterly, and
annual MARS reports.

Compile subtotals and totals on all reports as appropriate.
Generate all reports on a monthly, quarterly, annual, semiannual and biannual basis,
as specified by the Didtrict.

Provide the flexibility to change or add categories of service, special programs,
recipient eligibility categories, provider types, and speciaties and carry through
corresponding changes in affected MARS reports without additional cost to the
Digtrict.

Generate reports to include the results of al financial transactions, whether claim+
specific or non-claim- specific.
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C.6.16.2.6

C.6.16.2.7

C.6.16.2.8

C.6.16.2.9

C.6.16.2.10

C.6.16.2.11

C.6.16.2.12

C.6.16.2.13

C.6.16.3

Identify fraud and abuse recoupments and third-party liability collections separately
when specified by DOH.

Meet al enhanced requirements for the Tape Reporting Option (MEDSTAT),
including reporting of off-system payments and claiming of FFP, for the MSISCM S
2082 and paper CM S-2082 that includes state-specific optional fields.

Maintain the integrity of data element sources used by the MARS reporting function
and integrate the necessary data elements to produce MARS reports and analyses.

Maintain the uniformity and comparability of datathrough the MARS reports, and
between these and other functions' reports, including reconciliation of al financial
reports with claims processing reports.

Provide counts of services based on meaningful units, by service category, as defined
by MAA (for example, days, visits, prescriptions, and so forth), counts of claims, and
unduplicated recipient and provider counts.

Generate al reports in hard copy, tape, or diskette, as specified by MAA; all reports
will be produced on fiche.

Track and report on expenditures funded by departments and programs outside of
MAA, aswell asby MAA.

Provide charge, expenditure, eligibility, and utilization data to support budget
forecasts, tracking, and Medicaid modeling, to include:

1. Eligibility counts and trends by aid category;

2. Utilization patterns by recipient eligibility category, provider type,
and category of service;

3. Charges and expenditures by category of service;

4. Lag factors between date of service and date of payment to
determine cash flow trends; and

5. CMS-2082 data on diskette and paper, monthly and annually.

I nformation Retrieval

The MARS function shall have the capability to:
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C.6.16.3.1
C.6.16.3.2

C.6.16.3.3

C.6.16.3.4

Provide information to support institutional rate and capitation fee setting.

Provide LTC reports to include details and summary information by nursing home, on
rates, patients, days, and payments for the current period and year-to-date.

Generate all specifically designated Federal (CMS) reports and reports necessary to
meet reporting guidelines in Part 11 of the State Medicaid Manual.

Produce reports that show:

1.

Time frames for claims, adjustments, and financial transactions
are within the timely processing guidelines specified in District
and Federal regulations;

Claim filing information based on comparisons of date of service
to date of receipt;

Types and numbers of errors occurring during claims processing
(suspended claim analysis) by provider, provider type, and
category of service,

Expenditures by service type showing service provided,
recipients, and units of service;

5. Claims throughput analysis;

6. Comparisons of actual claim expenditures to projected budgeted

amounts and budget variations,

Comparisons of past, current, and future financial trends by
recipient eligibility category and category of service;

8. Current provider payment amounts;

9. Average cost per eligible and per recipient;

10.
11.

12.

13.

14.
15.

16.

Historical trends of payments and average costs,

The amount of financia liability against the program, including
in-process claims, retroactive TPL recoveries and adjustments;
Recipient participation analysis and summary, showing utilization
rates, payments, and number of recipients by eligibility category;
Provider participation analysis and summary, showing payments,
services, category of service, and recipient digibility categories;
Utilization of services against benefit limitations;

Expenditure data, by procedure code, to assist in determining
reimbursement methodol ogies;

Waiver and special program participation and expenditure data,
including services, payments, billed amounts, eligibles,
unduplicated recipient counts, and total cost of care by date of
service and federally required waiver reports, by waiver;
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17. TPL and cost-settlement analysis, including billings and
collections;

18. Procedure usage analysis by recipient aid category, age, provider
type, and category of service;

19. Geographic (District location) participation and expenditure
analysis and summaries,

20. Claims paid for by service, such as abortion, sterilization;
21. Providers ranked by payment amount and other factors;

22. Paid, suspended, denied, and duplicate claim statistics, by
provider type, category of service;

23. Monthly aggregate data on units of service by provider type and
category of service; and

24. Claims paid by specific diagnosis.

C.6.164 I nterfaces
There are no external interfaces currently identified for this function.

C.6.17 SURVEILLANCE AND UTILIZATION REVIEW (SUR)

The Surveillance and Utilization Review function supports the investigation of potential
misuse of the Medical Assistance program by providers and recipients. It analyzes historical
data and develops profiles of health care delivery, and reports those users whose patterns of
care or utilization deviate from established normal patterns of health care delivery.

This function serves as a management tool to allow the District to evaluate the delivery and
utilization of medical care, on a case by case basis, to safeguard the quality of care, and to
guard against fraudulent or abusive use of the District of Columbia medical assistance
programs, by either recipients or providers.

The objectives of the Utilization Management Reporting function are to:

1. Establish acomprehensive profile of health care delivery and utilization
patterns established by provider and recipient participants, in various
categories of services, under the District of Columbia medical assistance
program,;

2. Provide information for the investigation of misutilization of District of
Columbia's medical assistance program, by individual participants, and
promote correction of actual misutilization;

3. Provide information to facilitate the investigation of potential defectsin
the level of care and quality of service provided under the District of
Columbia medical assistance program;
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4. Produce reports which are responsive to the changing administrative and
management needs of the District of Columbia medical assistance
program; and

5. Provide data to detect edit/audit or policy failures.

C.6.17.1 I nputs

The inputs to the Surveillance and Utilization Review function include data from other
MMIS functions to be used in reporting:

1.
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Claims history;

Managed care encounter history;

Provider demographic and enrollment data;

HMO provider network demographic and enrollment data;
Recipient demographic and eligibility data; and

Reference data for descriptions of diagnosis, procedure, and drug
codes.

Primary inputs are user- maintained parameters which define report processes and
content. For purposes of this RFP, this set of parameters will be generically referred to as
the contral file.

The District of Columbia mandates that all TANF recipients be enrolled in an HMO. As
aresult, the SURS proposed shall incorporate HMO encounter data and HMO network
providers who are not enrolled as fee for service MMIS providers. For the purpose of
this RFP, all references to claims in subsection C.6.17 shall mean claims and encounters,
Similarly all references to providers in this subsection shall mean MMIS providers and
HMO network providers.

C.6.17.2 Processing Requirements

In order to support the manual functions of investigationand follow-up action of
potential cases of misutilization, the SUR function must have the capabilities to:

C6.17.2.1 Maintain access to claim and encounter history files and extract data, according to
Didtrict parameters on the SUR control file, for reporting.

C.6.17.22  Generate statistical profiles, by providers and recipients, summarizing information
contained in claims and encounters history submitted by each provider over a
specified period of time.

C.6.17.2.3 Provide a methodology to classify recipients into peer groups using user-defined
criteria such as age, sex, race, living arrangement, geographic region, aid category,
special programs indicator, fund category, placement level, and LTC indicator for the
purpose of developing statistical profiles.
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C.6.17.24

C.6.17.2.5

C.6.17.2.6

C.6.17.2.7

C.6.17.2.8

C.6.17.2.9

C.6.17.2.10

C.6.17.211

C.6.17.2.12

C.6.17.2.13
C.6.17.2.14

C.6.17.2.15

C.6.17.2.16

Provide a methodology to classify providers and HMO network providers into peer
groups using criteria such as category of service, provider type, specialty, type of
practice/organization, enrollment status, facility type, geographic region, billing vs.
performing provider, and size for the purpose of developing statistical profiles.

Provide a methodology to classify treatment into peer groups, by diagnosis or range
of diagnosis codes, for the purpose of developing statistical profiles.

Maintain flexibility to classify inpatient treatment into peer groups, by level of care or
other methodology.

Maintain data on the most recent 15 months of claims and adjustments, by date of
service, to generate reports.

Generate statistical norms, by peer group, for each indicator contained within each
statistical profile by using averages and standard deviations or percentiles; the District
may use these norms to set exception limits.

Maintain a process to evaluate the statistical profiles of al individual providers or
recipients within each peer group against the matching exception criteria established
for each peer group.

Identify providers and recipients who exhibit aberrant practice or utilization patterns,
as determined by an exception process, comparing the individuals' profiles to the
limits established for their respective peer groups.

Maintain a parameter-driven control file that allows the District to specify data
extraction criteria, report content, parameters, and weighting factors necessary to
properly identify aberrant situations.

|dentify waiver services on recipient and provider reports.

Maintain data necessary to support managed care of special interest populations.

Provide referral processing to bring data on services ordered by a physician or case
manager/gatekeeper from inpatient, pharmacy, independent labs, and physician
clams into the referring providers profiles.

Generate profiles for group billers and individual rendering providers separately,
based on group provider claims.

Generate lists of providers and recipients who are found to be exceptional, ranked in
order of severity.
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C.6.17.2.17

C.6.17.2.18
C.6.17.2.19

C.6.17.2.20

C.6.17.2.21
C.6.17.2.22

C.6.17.2.23

C.6.17.2.24

C.6.17.3

C.6.17.3.1

C.6.17.3.2

Provide a process to select and print claims data at the request of the user, in such a
way that sufficient information is available to make a determination of misutilization,
and such information is displayed for the user.

Generate frequency distributions, as defined by the users.

Maintain a process to apply weighting and ranking to exception report itemsto
facilitate the identity of the highest deviators.

Maintain a process to link all services rendered to nursing home residents while
resident in, or on leave days from, afacility, by facility 1D.

Print a description of all procedure, drug, and diagnosis codes on all reports.

Provide online access to SURS history and summary files, to include summary
utilization data (number of services, amount billed, amount allowed, amount paid,
average paid per code), by procedure or diagnosis code for individual providers or
recipients, or other selection criteria.

Provide help screens to identify codes and values of data elements, and to facilitate
user access to and manipulation of SUR information.

Provide the ability to combine with claims data, or segregate, encounter data on all
profiles and claim detail reports.
Information Retrieval
The District of Columbia MMIS shall meet all Federa and District SUR reporting
and information retrieval requirements. All reports shall be available on paper and
fiche, a a minimum. Retrieval of information on-line or in another media shall be
available when specified by the District. The SUR information retrieval function
shall provide for the following:
Management summary reports, by peer group, to include:
1. Summary Matrix Item Totals,
2. Frequency Distributions; and
3. Exception Report Item Totals, including norms, exception limits, and
number of exceptions.
Profile reports, including:
1. Recipient Exception Profiles,
2. Provider Exception Profiles,
3. Recipient Summary Profiles (non-excepting), and
4

. Provider Summary Profiles (nornexcepting).
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C.6.17.3.3  Other reports, including:
Supporting reports,

Claim Detail Reports,
Specia Reports,

Severity Index Report, and
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Control File Reports.

C.6.17.34 Detail of paid services, with sufficient information to facilitate analysis of datafor the
most recent 15 months of paid claims, for selected providers and recipients, reported
on amonthly basis.

C.6.17.35  Claim detail, with multiple select and sort formats, which shall include but not be
limited to:

Provider ID and name;

Provider specidty;

Recipient ID and name;

Referring/prescribing provider ID;

Category of service;

Date or date range of service;

Payment date;

Place of service;

© o N o g bk~ w DB

Diagnosis code(s), with description;

=
o

. Procedure/drug code(s), with description;

[ —
[ —

. Therapeutic class code(s);

=
N

. Drug generic code(s);

. Lock-in indicator;

. Billed and paid amounts; and
15. Brand certification.

C.6.17.3.6  Within asingle report, ambulatory and inpatient services provided to nursing home
residents, by long-term care facility.

e
A W

C.6.17.3.7  LTC summary report, which lists the following for each facility:
1. Facility characteristics and data,
2. Number of recipients served by each performing provider,

3. Doallars paid to each performing provider for servicesto LTC
recipients, and
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C.6.17.3.8

C.6.17.3.9

C.6.17.3.10

C.6.17.3.11

C.6.17.3.12

C.6.17.3.13

C.6.17.3.14
C.6.17.3.15
C.6.17.3.16
C.6.17.3.17

C.6.17.3.18
C.6.17.3.19

C.6.17.3.20

C.6.17.3.21

c.6.174

4. Dates of service.

LTC detail report, which includes:

1. Namesand IDs of recipients using inpatient services during an
LTC confinement,

2. Hospital stay dates of service, and
3. Amount billed per hospital stay.

A detail report which identifies the number of servicesto LTC facilities, by
performing providers, by provider number, and gives details for recipients, including
date of service, procedure code, and amount billed.

Annual ranking by dollars for the top 100 recipients, by diagnostic group and/or
payment amount.

Quarterly identification of the medical services in whichoverutilization is most
prevalent.

Summary and detail information on hospital stays, including length of stay, room and
board charges, ancillary charges, and medical expenses prior to and immediately
following the hospital stay.

Reports, as specified by the District, which identify all services received by recipients
who are receiving a specific treatment or drug, are enrolled in certain programs, have
acertain living arrangement, or are receiving services from certain providers or
provider groups.

Capability to force profiling of selected providers or recipients.
Weighting and ranking of exceptions.

Narrative descriptions of procedures, drugs, and diagnoses on reports
Extensive use of claim data el ements for summary item definition.

Definition of unique report groups for every user-defined category of service.
User-specified selection, summarization, and induplication criteriafor claim details.

Identification of recipients receiving services from different, user selected, providers
or provider types, on the same or overlapping dates of service.

Cross referencing of multiple provider rendered to one recipient with the same date of
service.

I nterfaces

There are no external interfaces currently identified for this function.
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C.6.18 HOME AND COMMUNITY BASED CARE (HCBC) PROCESSING

The MMIS shall process claims submitted on behalf of recipients authorized to receive
services under District of Columbias two HCBC Programs, Elderly and Mentally
Retarded/Developmentally Disabled (MR/DD). Recipients covered under these waiver
programs may receive benefits not otherwise available through the Medicaid Program, for
example, case management services. Further, service limitations normally applicable in the
Didtrict of Columbia Medicaid Program may not apply in the waiver Programs.
Consequently, the MMIS must maintain specialized processing capabilities in support of

HCBC.

C.6.181

I nputs

Inputs to the HCBC processing function shall include:

1.

C.6.18.2

Recipient eligibility data,

2. Provider digibility data,
3.
4. HCBC claims submitted to the MMI S for payment.

Reference data, and

Processing Requirements

The MMIS shall have the capability to:

C.6.18.2.1 Identify recipients who are authorized to receive HCBC services.

C.6.18.2.2

C.6.18.2.3

C.6.18.24

Verify that the provider submitting aHCBC claim is enrolled in the Program as a
HCBC provider aswell as aregular Medicaid provider, and is billing the HCBC
service under the HCBC provider number.

Enroll the District agencies, School Districts, and other non-medical entities, as
HCBC providers.

Maintain reference data to support HCBC processing, including but not limited to
HCBC service prices, HCBC service limits, and HCBC services authorized for a
recipient.
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C.6.1825  Apply frequency and duration limits on waiver program services in accordance with
HCBC authorizations.

C.6.18.26  Track recipient use of HCBC services.

C.6.18.2.7  Maintain the capability to identify and recoup from case managers who have received
payment for services to a HCBC recipient following the date of death.

C.6.18.3 Information Retrieval

The system shall be able to retrieve information in support of the HCBC Programsin
report format, ortline, or through another media specified by the District. The following
types of information are required:

1. Services provided under waiver programs, presented in such away
that it can be distinguished from information on the same services
provided to nonwaiver recipients;

2. Information which compares the cost of providing care to target
populations under waiver programs with comparable populationsin
nonwaiver settings;

3. Information which supports the identification of comparable
populations to which waiver program eligibles may be compared; and

4. Federa and District HCBC reports, including the CMS -372 S
generated on the schedule and in the format acceptable to the federal
or District agency, with format and frequency easily adjustable as
requirements change.

C.6.184 I nterfaces

There are no external interfaces currently identified for this function.

C.6.19 CLINICAL LABORATORY IMPROVEMENT ACT (CLIA) SUPPORT

Federal regulations require that payment of laboratory services may be made under the
Medicaid Program only if those services are furnished by a laboratory that meets CLIA
conditions. CLIA will regulate previously unregulated laboratory services, including those
performed in physicians offices. To receive Medicaid payment for laboratory services,
entities performing the services will have to obtain CLIA certification and/or meet other
CLIA conditions.

The subsections that follow describe CLIA requirements.

C.6.191 I nputs
Inputs to the CLIA support function are:

1. Provider digibility data, including CLIA certification indicator, level,
and CLIA 1D number;
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C.6.19.2

C.6.19.3

C.6.194

2. Reference data, including identification of laboratory services on any
CLIA list of wavered tests, and CLIA level codesfor types of tests;
and

3. Laboratory claims submitted to the MMIS for payment.

Processing Requirements
The MMIS shall have the capability to:

1. edit laboratory services against provider certification to perform the
specific service, and

2. edit laboratory services against time limited CLIA certification datato
determine validity on date of service.

I nformation Retrieval

At a minimum, the system shall be able to retrieve or report information that supports
successful implementation and monitoring of CLIA requirements. Such information
includes numbers of services, numbers, identity, and types of providers; providers
grouped by CLIA level of certification; payment data, and financial data.

I nterfaces

The CLIA interface functionshall accommodate interface needs with the CMS OSCAR
file.

C.6.20 HMO AND BROKER INTERFACE

C.6.20.1

C.6.20.2

C.6.20.3

C.6.204

I nputs
The following inputs to the HMO and Enrollment Broker interface function are required:

Processing Requirements

The MMIS shall provide processing capabilities to support the HMO and Enrollment
Broker interface

Information Retrieval
The system shall be able to retrieve information in support of the HMO and Enrollment
Broker interface in report format, on-line, or through another media specified by the
District.

I nterfaces

The HMO and Enrollment Broker interface function must accommodate interface needs
with the following:
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Provide the enrollment broker with the necessary data to insure accurate enrollment and
dis-enrollment

Receive from the Broker and edit all HM O enroll ment/dis-enrollment transactions and
respond with electronic confirmation or denial transactions.

Provide HMO’ swith rosters and payment reports to enable them to verify their
membership.

Generate prospective capitation payments to managed care providers on a by-weekly or
monthly schedule to be approved by MAA.

C.6.21 DRUG REBATE PROCESSING

Federal regulations provide for drug manufacturers, with whom CMS has aformal Contract
and whose drug products are covered by Medicaid, to give financial rebates determined by
the volume of the manufacturer's products dispensed by the Program. District of Columbia
requires the MMIS Contractor to perform certain administrative activities necessary to carry
out the federal mandates related to drug rebate processing.

C.6.21.1 I nputs
Inputs to the drug rebate processing function are:

1.

Data from CM S which identifies manufacturers with whom rebate
Contracts exist,

Data from CMS which updates manufacturer information,
Paid claims data, and
Reference data.

C.6.21.2 Processing Requirements
The MMIS shall be capable of the following:

1.

2.

Maintaining and updating data on manufacturers with whom rebate
Contracts exist, including:

a) Manufacturer ID numbers; and
b) Contact name and address for manufacturer;

Validating units of measure from CMS file to MMIS drug file for
consistency;

Producing rebate adjustments based on retroactively corrected CMS
rebate data;

Determining, from paid claim data, the amount of rebates due, and
generating invoices, and
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5. Tracking and updating rebate amounts due and received through an
accounts receivable mechanism.

C.6.21.3 Information Retrieval

The MMIS shall retrieve information and produce outputs necessary to support effective
implementation of the drug rebate processing function. At a minimum, this shall include:

1. Information needed to account for exceptions in calculating rebate
amounts, such as drugs not covered for reasons related to DESI or IRS
status, uncovered over-the-counter drugs, and the like;

2. Generation of invoices;

Reports, at least weekly or on request, which display current accounts
receivable information; and

4. Reports and ot line information necessary to support dispute resolution
when manufacturers and the District differ with respect to calculation of
rebate amounts.

C.6.214 I nterfaces

Ability to generate manufacturers invoices on disk and paper based on manufacturer’ s
preference.

C.6.22 DRUG UTILIZATION REVIEW (DUR)

The Drug Utilization Review (DUR) function provides for a retrospective review of drug
utilization by recipients. Prospective DUR is performed by the existing Pharmacy Benefits
Management and Point of Sale ((PBM/POS) Contractor. Retrospective DUR provides a
methodol ogy to monitor recipients who receive multiple drug prescriptions with indications
of possible drug interaction conflicts, to monitor the pharmacists and providers who are
dispensing and ordering drugs, and to monitor recipients patterns of utilization, for detecting
inappropriate drug therapies.

The retrospective DUR functionshall be implemented and operated by the Contractor. It
shall rely on information stored in and retrieved from the MMIS to provide for the periodic
examination of provider dispensing patterns and recipient use of drugs. Data on drug use
shall be assessad against predetermined standards set by the District that have been derived
from various compendia and medical literature. The Contractor's retrospective DUR
activitieswill be overseen by aDistrict.

The objectives of the DUR system in District of Columbia are to:

1. Promote efficiency and cost-effectiveness in the use of pharmaceutical
services,

2. Eliminate unnecessary and/or inappropriate use of drugs and help identify
possible inappropriate drug therapy patterns,
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3. Develop therapeutic class criteria to reduce the incidence of drug therapy
failure and drug-induced illness, and

4. Establish and maintain drug history profiles.

C.6.221 I nputs
The inputs to the Drug Utilization Review function include:
1. DUR standards set by the District,
Claims history data,
Recipiert data,
Provider data,
Reference data, and
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DUR reporting parameters.

C.6.22.2 Processing Requirements

The DUR function must meet the minimum specifications of the published Federal DUR
regulations and OBRA 90. Contractors may propose processing capabilities beyond
those identified in this subsection. At a minimum, the DUR system shall have the
following capabilities:

1. Track and analyze drug therapies, by categories of high-risk disease, to
include, but not be limited to:

a) Cardiovascular disease;
b) Cerebrovascular disease;
c) Central nervous system disease,
d) renal disease;
€) Endocrine disease;
f) Gastrointestinal disease; and
g Psychiatric illness;
2. Track and analyze drug regimens by therapeutic classes of drugs;
3. ldentify problems associated with inappropriate drug use, to include:
a) Underutilization;
b) Over utilization;
c) Drugs contraindicated by diagnosis;
d) Drugs contraindicated by the presence of other drugs;
€) latrogenic complications,

f) Adverse drug reactions,
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C.6.22.3

g Treatment failure; and
h) Brand certification;

Identify patterns in the use and cost of drugs by providing drug use
profiles, by recipient and provider, to include items such as:

a) Recipient name and ID;

b) Recipient age and sex;

¢) Nursing homeID;

d) Inpatient diagnosis codes;

€) Outpatient/ambulatory diagnosis codes;
f) Datesof service;

g Provider numbers (for example, hospital, pharmacy, physician,
primary care);

h) Provider type code;

i) prescriber I1D;

j) Drug code and description;
k) Drug strength;

) Dosage form;

m) Quantity dispensed;

n) Brand certification;

0) Days supply; and

p) Prescription number;

Maintain a set of parameters to control the production of profiles based
on category of disease, drug class, or other parameters;

Flag individual recipients and providers as exceptional according to
District-specified criteria; and

Generate management-level reports on drug utilization.

I nformation Retrieval

The proposed system shall retrieve information and produce outputs that include:

1.

Annual reports required by CMS,

2. Recipient and provider profiles,
3.
4. Updated parameter data set.

Management reports, and
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C.6

22.4 I nterfaces

No external automated interfaces have been identified for this function.

C.6.23 Transportation Broker

C.6

C7

The Non Emergency Transportation Broker must perform in managing and
administering the Comprehensive Non-Emergency Transportation program.

It also clearly defines the expected level of service the District of Columbiais
pursuing, as well as outlines the broker’ s responsibilities supporting the NET
program.

23.1 The Contractor shall agree to do the following:

C.6.23.1.2 Provide the Broker with alist of eligible clients that the Broker will
systematically assign to transportation providers for transport to
Medicaid covered healthcare services in the District of Columbia.

C.6.23.1.4 Provide the transportation broker with the necessary data to insure accurate
enrollment and dis-enrollment.

C.6.23.1.5 Receive from the Broker and edit al enrollment/dis-enrollment transactions and
respond with electronic confirmation or denial transactions.

C.6.23.1.6 Provide the broker with rosters and payment reports to enable them to verify their
membership.

C.6.23.1.7 Generate prospective capitation payments to the broker care providers on a by-
weekly or monthly schedule to be approved by MAA.

C.6.23.1.8 Pay the Broker according to the terms specified in the forthcoming
contract.

C.6.23.1.9 The Contractor shall provide MMIS access to the broker via a high
gpeed links to the broker facility.

DESIGN, DEVELOPMENT AND IMPLEMENTATION OF ENHANCEMENTS
TASK REQUIREMENTS

C.7.1 Project administration activities include the set-up of all the internal management
processes for the Contractor and its subcontractors, as well as the implementation
of all department and Contractor management processes and reporting
requirements. The objective of these controlsis to ensure the smooth
administration of the project. Contractors shall propose an approach to design,
development, and implementation of enhancements and project administration
that includes and describes the following activities that shall bein effect
throughout the life of the contract:
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C.7.2

C.73

C74

C.75

C7.11 Installation, testing, and successful operation with simulated
data of an un-enhanced test version of the MMI S system that
the Contractor is licensing.

C.7.12 Design, development, and implementation of enhancements to
the MMIS to be placed in the operatioral start date as defined
in Paragraph H.37.6.

C.7.13 A proven system devel opment methodology for use in phased
delivery of systems enhancements.
C.7.14 Formal status reporting procedures and schedules,

Issue identification, tracking, reporting and resolution
procedures, including an automated tracking and management
system with the information captured and tracked to be subject

to the state's approval;
C.7.15 Change control procedures;
C.7.16 Management of subcontractor relationships, to ensure high
quality performance of all subcontractor functions; and
C7.17 Personnel management functions, including hiring and firing

and employee relocation.

Where appropriate, the use of automation to facilitate these activitiesis
encouraged. The Contractor shall present all project work plan materia to the
Didtrict utilizing MS Project in the version that is currently the standard for the
Digtrict of Columbia. All work plans shall be provided to the District in both
hardcopy and electronic format.

The Contractor shall describe the project management approach for planning,
organizing, and managing the staff and activities throughout the life of the project.
The Contractor's project management approach shall facilitate open and timely
communication with the MAA and a strong working relationship to achieve the
overall goa of satisfactory performance within budget.

The work to be performed by the Contractor during the Enhancement and
Implementation of Enhancements Task (repeating three times, once for each
phase) shall be organized under five (5) mgor subtasks: Design Subtask,

Devel opment/Testing Subtask, Conversion Subtask, Acceptance Testing Subtask,
and Implementation Subtask.

The schedule of key dates and dates for submittal of major deliverables for
Disdtrict review during the Enhancement and Implementation task shall be set by
the Contractor in the work plan. All milestone dates and key dates are contingent
upon District approval. The primary considerations are that (1) the Contractor
shall alow aminimum of eight (8) weeks for user acceptance testing, including
the operational readiness test, and (2) the start of operations must be on or before
the Operational start date as defined on Paragraph H.37.6 Operationa Start Date —
PERFORMANCE REQUIREMENTS.
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C.7.6 Each subtask in the Enhancement and Implementation Task is described in terms

of:

Contractor

o~ W DN

Milestones.

C.7.6.1 The material that shal be presented in each of the five areas

Requirements,
District responsibilities,

responsibilities,

Ddliverables, and

above, for all subtasks included in Enhancement and
Implementation, as described below.

C.7.7 Regquirements

The requirements are mandatory activities for the given subtask. There are a number
of activities that reoccur in every subtask. The standard Contractor requirements and

activities for every subtask within the Enhancement and Implementation Task are:

Cr71

C71.72

C7.73

C7.74

C.7.75

C.7.7.6

Prepare an outline and obtain approval from the
Digtrict for the contents and format for each
deliverable before beginning work on the
deliverable;

Obtain written approval from the District on the
final deliverables for this subtask;

Revise deliverables, if required, using District
review findings to meet content and format
requirements,

Report progress against the work plan for a subtask
by weekly written status reports and at weekly
review meetings with the MMIS Coordinator and
through a biweekly updated work plan/subtask
schedule;

Deliver written status reports and updated work
plans/schedules at 12 noon, one (1) work day
before the status meeting; and

Identify scope of work issues seeking District
approval before commencing work outside the
scope of the RFP.

C.7.8 District Responsibilities
The responsibilities of District personnel are stated for each of the five (5) subtasks

described in Section C.7.4. There are anumber of activities that reoccur in every
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subtask. The standard District responsibilities for every subtask within the
Enhancement and Implementation Task are:

C.781

C.78.2

C.7.8.3

C.784

C.7.85
C.7.8.6

Review and approve the proposed format and content of
all subtask deliverables;

Review Contractor deliverables, determine the approval
status of the deliverable, and provide written comments to
the Contractor within five (5) working days;

Conduct weekly status meetings with the Contractor to
review progress against the work plan;

Review weekly written status reports and biweekly work
plan/subtask schedule updates;

Monitor Contractor progress to task milestones; and

Analyze, authorize, and add to the contract, any approved
changes to the Scope of Work as described in this RFP.

C.7.9 Contractor Responsibilities

C.791

C.79.2

C.7.10 Ddliverables
C.7.101

C.7.10.2

The responsibilities of the Contractor are identified for each of the five
(5) subtasks. In addition, the Contractor has overall responsibility for
the timely and successful completion of each of the subtasks. The
Contractor is responsible for clearly specifying and requesting
information/data from the District in such a manner as not to delay any
part of the schedule.

The Contractor's proposed approach to assuming this overall
responsibility and the specific responsibilities of each of the subtasks
will be considered by the District. The approach to coordinating the
responsibilities of the District with those of the Contractor to ensure
overall project success shall be addressed.

All deliverables for the Enhancement and Implementation Task shall
follow the Rational Unified Process or another process agreed to by
the District and meet District-approved format and content
requirements.

Deliverables for the Enhancement and Implementation Task include:
Requirements Specification Document,

Detailed Work Plan,

Detailed System Design,

Unit and System Test Plan,

Program codes
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Operating system, Job Control Language, Scripts,
Macros,
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C.7.10.3

C.7.11 Milestones
C7.111

C.7.11.2

C.7.11.3

7. Unit and System Test Results,

8. MMIS User Manudls,

9. MMIS Operating Procedures,

10. Provider Manuals,

11. Disaster Recovery Plan,

12. Revised Detailed System Design,
13. Conversion Plan,

14. Conversion Test Results,

15. Preliminary Converted Files,

16. Acceptance Test Resolutions Document,
17. Finad MMIS User Manuals,

18. Final Provider Manuals,

19. MMIS Systems Documentation,
20. MMI'S Implementation Plan,

21. District Training Plan,

22. Provider Training Plan, and

23. Results of Final File Conversion.

Each Contractor deliverable shall be delivered in five (5) copies, and
shall be reviewed by the Department, and will require formal approval
from the Department. The Contractor shall include at least five (5)
working days, per deliverable, in the project work plan for District
staff to complete areview of each deliverable and to document their
findings. Based on the review findings, the Department may grant
approval, reject portions of the complete document, or request
Contractor revisions be made. Additiona five (5) working day periods
shall be required by the District whenever revisions are requested or a
deliverable is disapproved.

Project milestones are listed for each task. Each milestone denotes a
checkpoint toward the operations start date.

For every deliverable, the highest level milestones will be planned to
be no more than 60 calendar days apart. For the lowest level
deliverables, they will be no more than 5 working days apart.

The dates for completion of the milestones shall be identified in the
Contractor's proposal and reflect key dates specified by the Contractor.
At aminimum, key dates to be specified in the work plan are:
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. District approval of the deliverables for each of

the three phases.

. District approval of all Design Subtask

milestones;

. District approval of all Development/Testing

Subtask milestones;

. Digtrict approval of all Acceptance Test

Subtask milestones;

. District approval of all Conversion Subtask

milestones;

. All preparation for MMIS Operations and

Claims Processing Milestone

. District-approved Contractor start of full MMIS

operations, including all reporting functions;
ad

. Receipt of written approval for Federa

certification of the District of Columbia MMIS.

C.7114 Milestone and key dates shall be included as part of the contract. The
Detailed Work Plan, prepared as part of the Design Subtask, will be used for
performance standards, paymert incentives, and implementation checkpoints.
Payment for major activities within the Enhancement and Implementation
Task shall be conditional upon successful achievement of milestones.

C.7.113 Because failure to meet any milestone completion date is a signal to the
Department that a key date has not or will not be met, the Department will
monitor each milestone completion date to ensure that the operations start date

will be met.

C.7.12 ENHANCEMENT DESIGN SUBTASK

C.7121 The objectives of the Design Subtask are to:

1. Gain an understanding of the District of Columbia medical
assistance program environment,

Validate and refine the system requirements specified in this
RFP through Joint Application Design (JAD) sessions and/or
interviews,

Refine and finalize the work plan required as part of the
Contractor's technical proposal, and

Develop the detail design of the District of Columbia MMIS.
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C.7.12.2 This subtask will result in a Requirements Specification Document (RSD); a
Detailed Work Plan, reflecting the required Enhancement and Implementation
Task activities; and a Detailed System Design (DSD) document.
C.7.13 Design Subtask Requirements

The Contractor shall establish work space in the District of Columbiato conduct Design
Subtask activities; the District will not provide work space for this task.

C.7.14 District Responsibilities
C.7.14.1 District responsibilities for requirements definition activities are:

1. Provideal available relevant documentation on current MMIS
operations,

2. Clarify, at the Contractor's request, Medical Assistance
Administration and Department of Health policy, regulations,
and procedures;

3. Determine or develop policy, where necessary;

4. Make staff available to participate in the definition of detailed
system and operational requirements;

5. Determine the frequency, intent, format, media, and numbers
of copiesfor al reports; and

6. Meet with Contractor staff, as necessary, to finalize MMIS
requirements.

C.7.142 District responsibilities for detail design activities are:

1. Review and approve (or request modification of) screens,
reports, edit criteria, and record contents,

2. Review policies and develop additional fee schedules and
reimbursement criteria, as needed;

3. Provide copies of al current files, as requested, to support
conversion activities; and

4. Attend walk-through during the DSD to enhance
understanding of the MMIS and to facilitate the approval
process.

C.7.15 Design Subtask Contractor Responsibilities
Contractor responsibilities for requirements definition activities are as follows.
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C.7.15.1

C.7.15.2
C.7.153

C.7.154

C.7.155

C.7.15.6

C.7.15.7

Become familiar with District of Columbia Medicaid and other
medical program policies, services, and administration, as well as
Digtrict of Columbia MMI'S requirements, through interviews with
Digtrict staff and reviews of documentation.

Validate the requirements in this RFP.

Conduct interviews with District staff to finalize requirements and the
changes to ensure that responses to all RFP requirements are
acceptable to the District. This may entail changes to screen or report
layouts or system functionality.

Define the MMIS by identifying functions within and across
subsystems, subsystem integration, internal and external interfaces,
system files, and the processing architecture.

Prepare the Requirements Specification Document (RSD) deliverable
meeting the requirements specified in subsection C.7.16.

Prepare a Detailed Work Plan, defining each task, subtask, activity, and
completion date for each, and incorporating all District subtasks and
activities. Detailed Work Plan content requirements are specified in
Subsection C.7.16.2.

Contractor responsibilities for detail design activities include the
following:

C.7.15.7.1 Revise and develop screen and report layouts, edit
criteria, and file and record contents to reflect District
of Columbiarequirements. In developing screen,
record, or other layouts the Contractor must perform
prototyping to enable District staff to review and
approve designs prior to their becoming final.

C.7.15.7.2 Prepare the Detailed System Design (DSD)
deliverable, meeting the requirements as
defined in Subsection C.7.16.3; the District will accept
"staggered” delivery of the DSD as long as the whole
document is complete by the date identified in the
approved work plan.
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C.7.15.7.3  Conduct wak-through and demonstrations during the
DSD to enhance District understanding and to facilitate
the approval process. Ongoing presentation of screen
and report layouts and obtaining District approval
during DSD development will facilitate overall District
approval. The conduct of walk-through or
demonstrations must not result in any additional cost to
the Didtrict, including travel costs.

C.7.15.7.4  Genera Contractor responsibilities for thistask are as
follows:

C.7.154.1  Sdect and establish a site in District of
Columbia where subsequent
Enhancement and Implementation Task
and Operations Task functions will be
performed.

C.7.15.75 Deliverables

There are three (3) deliverables defined for the Design Subtask:
Requirements Specification Document, Detailed Work plan, and
Detailed System Design. Minimum requirements for each document
are presented below.

C.7.16 Requirements Specification Document

C.7.16.1 The RSD will take proposal requirements, validate them, and identify
how and where the requirements are met in the MMIS design. Ata
minimum, the RSD shall include:

1. A cross-walk or map of each functional requirement to
a subsystem(s) and process(es);

2. Anoverview of the system architecture and how
components are integrated to meet RFP requirements;

3. Anidentification of al internal and external interfaces;
4. An identification of linkages across functions;

5. Anidentification of system files and processing
architecture;

6. A genera narrative of the entire system and the flow of
data through the system;

7. A general narrative of each subsystem, describing
functions, features, and processes;

8. A flow diagram of each subsystem, identifying all
major inputs, processes, and outputs of the subsystem;
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9. A list of major data elements for each permanent data

store; and

10. Lists of all inputs and outputs, by subsystem.

C.7.16.2 Detailed Work Plan

C.7.16.21 The Contractor shal provide a Detailed Work Plan before the

Design Subtask. The purpose of the work plan isto identify
Contractor delivery dates, to detail work activities, and to

facilitate the District's monitoring of Contractor progress based

on milestones and key dates as specified in SubsectionC.7.
The work plan shall be updated on a biweekly basis. At a

minimum, the Detailed Work Plan shall include:

1. Key dates, and dates for submittal of deliverables;
2. Structure, using a breakdown of activity, task, subtask,

and sub-subtask work steps within each of the major
Enhancement and Implementation Task subtasks:
Design, Development/Testing, Conversion,
Acceptance Testing, and Implementation;

. Description at the subtask level which includes:
a) Description of the subtask;

b) Proposed location for tasks to be performed;
c) Definition of awork product;

d) Personnel resources applied by name and
level of effort, in hours;

e) District resource requirements,
f) Duration of task;

g Dependencies,

h) Assumptions,

4. Ddiverables,

. Contingency and recovery procedures at the activity
level;

6. Gantt chart;
7. PERT or dependency chart; and

. Resource (personnel) matrix by subtask, summarized
by total hours by person, per month.

C.7.16.3 Detailed System Design (DSD)
C.7.16.3.1 At aminimum, the DSD shall include:
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1. Program narratives and module narratives, clearly
identifying the processes associated with each, the purpose
of the program or module, and interrelationships between
the programs and modules;

2. Detailed program logic descriptions and edit logic,
including, at a minimum, the sources of all input data, each
process, al editing criteria, al decision points and
associated criteria, interactions with other programs, and
al outputs;

3. Fina layouts for al inputs to include, at a minimum, input
names and numbers; data element names, numbers, and
sources for each input field; and examples of each inpuit;

4. Final layouts for all outputs to include, at a minimum,
output names and numbers; data element names, numbers,
and sources for each output field; and examples of each
output;

5. Find layouts for al files to include, a a minimum, file
names and numbers; data element names, numbers,
number of occurrences, length and type; record names,
numbers, and length; and file maintenance data such as
number of records, file space, and so forth; and

6. A detailed comprehensive data element dictionary,
including, a a minimum, data element names, numbers,
and definitions; valid values with definitions; sources for
all identified data elements; and lists from the data el ement
dictionary (DED) in multiple sort formats.

C.716.4 Milestones
Milestones for the Design subtask are:
1. Didtrict approva of the RSD,

2. Digtrict approval of the Detailed Work Plan,
and

3. District approva of the DSD.

C.7.17 DEVELOPMENT/TESTING SUBTASK

C.717.1 The objectives of the Development/Testing subtask are to:

1. Install and develop enhancement for a certifiable
MMIS on the Contractor's hardware;
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2. Perform unit, subsystem, and system integration
testing to ensure the MMIS will appropriately process
and pay all Medicaid claims, make all types of updates,
and produce required reports and other outputs;

3. Demonstrate, through integrated testing, that the
Contractor is ready to perform al District required
functions for the MMIS; and

4. Assure that the District can successfully participate in
and audit results of the Acceptance Testing Subtask.

C.717.2 Development/Testing Subtask Requirements
The Contractor shall:

1. Establish permanent facilitiesin District of Columbia
for enhancement, development and testing staff.

2. Establish all necessary telecommunications links with
the District officesin District, District of Columbiag;
and

3. Edtablish the EDP facilities necessary to develop
enhancements, test and operate the District MMIS.

C.717.3 District Responsibilities
District responsibilities are to:

1. Coordinate communications links with District and the
Contractor;

2. Coordinate communications and act as liaison between
thenew Contractor and the incumbent;

3. Advise the new Contractor of any changes being
made to the current District of Columbia MMIS
between the contract start date and the first day of

the Operations Task;

4. Review and approve ontline systems capabilities,

5. Attend deliverable walk-through to enhance
understanding and facilitate the approval process; and

6. Provideinput on Didtrict policies, and so forth, for
provider manuals.

C.7174 Development/Testing Subtask Contractor Responsibilities
Contractor responsibilities are to:
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10.

11.

12.

Install, modify, and enhance the MMI'S software.

Maintain a change control process to document discrepancies
and their resolution and to manage changes to programs and
libraries.

Coordinate with the incumbent on questions and problems
relating to implementation and testing of the MMIS.

Prepare a System Test Plan, as described in Subsection
C.7.17.6, and secure District approval prior to beginning the
integrated systems test.

Perform unit, subsystem, and integrated system tests to ensure
that software programs function correctly on Contractor
hardware.

Prepare the System Test Results deliverable, as described in
Subsection C.7.17.7, and provide a walk-through of the
subsystem and integrated system test results for District staff.

Develop operating procedures, as defined in Subsection
C.7.17.8.1, and provide awalk-through for District staff.

Prepare user manuals for al subsystems, as defined in
Subsection C.7.17.8, and provide a walk-through for District
staff.

Provide procedures for timely updates to the user manuals and
distribution of manual amendments to all manual holders.

Prepare provider manuals, as described in Subsection
C.7.17.8.2, for al provider types and deliver to the District for
approval.

Prepare provider bulletins for District approval announcing
upcoming changes in the MMIS.

Provide orientation for District personnel on Contractor

organization, Contractor functional responsibilities, and MMIS
operations.
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13. Develop a Disaster Recovery Plan, as prescribed in Subsection

C.7.17.8.3, and provide awalk-through for District staff.

C.7.175 Deliverables

There are seven (7) deliverables defined for the Development/Testing Subtask: System

Test Plan, System Test Results, MMIS User Manuals, MMIS Operating Procedures,
Provider Manuals, Disaster Recovery Plan, and Revised Detailed System Design.
Minimum requirements for each document are presented in the next section.

C.7.17.6 Unit and System Test Plan
Minimum requirements are:

1. A test plan and schedule for each system module and subsystem, as
well as for the integrated system; integrated system testing shall
include testing those MMIS features which involve more than one (1)
subsystem, such as updates to recipient or provider records based on
paid claims, interfaces between TPL records and claims payments,
processing of claims from input through reporting, and so forth;

2. A description of test situations and expected test results;

3. Anorganization plan showing Contractor personnel responsible for
testing;

4. A discussion of management of the testing effort, including strategies
for dealing with delays in the testing effort, back-up plan, back-up
personnel, and so forth;

5. Procedures for tracking and correcting deficiencies discovered during
testing;

6. A plan for updating documentation based on test results,

7. Procedures for notifying the District of problems discovered in

testing, testing progress, adherence to the test schedule, and so forth;
and

8. A plan for organizing test results for District review.

C.7.17.7 Unit and System Test Results
Minimum requirements include:

1. All test results, including screen prints, test reports, and test inputs,
cross-referenced to the expected test results in the System Test plan;

2. Corrective actions taken and retest documentation for all problems
identified in the initial tests and all retests;

3. Integrated system test results which show that the system can perform
all integrated functions and can process all claim types from input
through reporting; specific claims must be tracked by control number
through the system; and
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4. A summary of the status of testing, including numbers of problems
identified by type of problem, numbers of problems corrected, any
significant outstanding issues, the effect of any findings on the
implementation schedule; and so forth.

C.717.8 MMISUser Manuals

The Contractor shall prepare user manuals for each subsystemdescribed in Section
C.6. The user manuals shal be prepared in draft form during the

Devel opment/Testing Subtask and in final form during the Acceptance Testing
Subtask. During the Operations Task, updates to user manuals must be prepared in
final form on all changes, corrections, or enhancements to the system within one
week of District technical sign off of the system change. The Contractor shall be
responsible for the production and distribution of all user manuals updates. The
following are minimum requirements for MMIS user manuals.

1. Theformat shall facilitate updating, including use of 8-1/2" x 11"
pages in three-ring (3) binder form, pages numbered within each
section, and arevision date on each page. Revisions shall be clearly
identified.

2. User manuals shall be written and organized so that users not trained
in data processing can learn from reading the documentation how to
access the online screens, read subsystem reports, and perform all
other user functions.

3. User manuals shall be written in a procedural, step-by-step format.
. Instructions for sequentia functions shall follow the flow of actual
activity.
5. User manuals shall contain a table of contents and an index.

6. Descriptions of error messages for al fields incurring edits shall be
presented.

7. Definitions of codes used in various sections of a user manual shall be
consistent.

8. Mnemonics used in user instructions shall be identified and shall be
consistent with screens, reports, and the data element dictionary.

9. Abbreviations shall be consistent throughout the documentation.

10. Field names for the same fields on different records shall be
consistent throughout the documentation.

11. Each user manua shall contain illustrations of screens used in that
subsystem, with all data elements on the screens identified by
number.

12. Each user manual shall contain a section describing all reports
generated within the subsystem, which includes the following:

a) A narrative description of each report,
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C.71781

b) The purpose of the report;

c) Definition of al fields in reports, including detailed
explanations of calculations used to create all data and
explanations of all subtotals and totals;

d) Definition of all user-defined, report-specific code
descriptions; and

€) A copy of representative pages of each report.

13. Instructions for requesting reports or other outputs shall be presented
with examples of input documents and/or screens.

14. All functions and supporting material for file maintenance (for
example, coding values for fields) shall be presented together and the
files presented as independent sections of the manual.

15. Instructions for file maintenance shall include both descriptions of
code values and data element numbers for reference to the data
element dictionary.

16. Instructions for making ortline updates shall clearly depict which data
and files are being changed.

17. User manuals shall be used as the basis for user training, unless
otherwise specified in this document.
MM S Operating Procedures

MMIS Operating Procedures define the relationships and responsibilities of
Contractor and District personnel for MMIS operations. Minimum requirements are:

1. Operating procedures shall be written in a procedural, step-by-step
format;

2. Instructions for sequentia functions shall follow the flow of actua
activity;
3. Operating procedures shall contain atable of contents,

4. Descriptions of error messages for al fields incurring edits shall be
presented;

5. De€finitions of codes used in various sections of a manual shall be
consi stent;

6. Mnemonics used in operating procedures shall be identified and shall
be consistent with screens, reports, and the data element dictionary;

7. Abbreviations shall be consistent throughout the documentation;

Instructions for making on-line updates shall clearly depict which data
and files are being changed; and

9. Operating procedures shall contain any internal reports used for
balancing, and so forth, which are not MMIS outputs. All fieldsin
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reports shall be defined, including detailed explanations of
calculations used to create all data.
C.717.82 Provider Manuals

Provider manuals are used to enable the provider community to submit claimsin the
proper format for adjudication. Each manual shall be specific to a provider type. The
minimum requirements are to:

1. Provide genera program information,

2. Describe provider enrollment and recertification procedures, general
participation requirements, and termination procedures,

3. Describe general medical record content and record retention
procedures,

4. |dentify third-party resource identification and recovery procedures;

5. ldentify methods of verifying recipient eligibility, describe
identification cards, describe all relevant recipient information
supplied to the provider, and describe why this information is relevant
to providing services;

Identify covered services and service limitations,

Identify reimbursement procedures, including co-payment
requirements;

8. ldentify any special forms needed and describe how to complete them
and submit them (for example, prior authorization, sterilization
consent);

9. Provide detailed hilling instructions and filing requirements;
10. Describe the process to do adjustments and make refunds;
11. Describe utilization review and control procedures, and

12. Describe how to do provider inquiries.

C.7.17.8.3 Disaster Recovery Plan

The system shall be protected against hardware, software, and human error. The
system shall include appropriate checkpoint/restart capabilities, file backup and
storage capabilities, hardware and software backup, telecommunications reliability,
and disaster recovery. The Disaster Recovery Plan shall be available for review by
District or Federal officials on request. The Contractor shall prepare a Disaster
Recovery Plan that addresses:

1. Checkpoint/restart capabilities;
2. Rea Time data mirroring Transaction back out and recovery plan
3. Retention and storage of back-up files and software;
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C.71784

C.7.17.8.5
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10.

11.

Hardware backup for the servers and data stores processor;
Hardware backup for workstation and communications equipment;
Alternate source of power:

Backup for telecommunications facilities,

The continued processing of District of Columbia transactions
(claims, €eligibility, provider file, ad so forth), assuming the loss of
the Contractor's primary processing site; this will include interim
support for the District on-line component of the MMIS;

Back-up procedures and support to accommodate the loss of online
communication between the Contractor's processing site and District
facility in District; these procedures will not only provide for the
batch entry of data and provide the Contractor with accessto
information necessary to adjudicate claims, but will also provide the
Didtrict with access to the information and processing capabilities
necessary to perform its functions,

A detailed file back-up plan and procedures, including the off-site
storage of crucia transaction and master files; the plan and
procedures will include a detailed schedule for backing up critical
files and their rotation to an off- site storage facility; the off-site
storage facility will also provide for comparable security of the data
stored there, including fire, sabotage, and environmental
considerations; and

The maintenance of current system documentation and source
program JCL, and Script libraries at an off- Site location.

Each aspect of the Disaster Recovery plan must be detailed as to both Contractor
and user responsibilities and must satisfy all requirements for federal certification.
The plan shall be maintained by the Contractor in current form throughout the
term of the contract.

Revised Detailed System Design

The Contractor shall revise the DSD, described in Subsection C.7.1.4.3, to reflect
changes identified during the testing process. It must provide updated pages to the
District for review and approval.

Milestones

Milestones for the Development/Testing Subtask are:

1.

2
3.
4

Facilities and telecommunication links

. Change control Process

District approval of System Test Plan,
District approval of System Test Results,
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District approval of MMIS user manuals,

District approval of MMIS operating procedures,
District approval of provider manuals,

District approval of Disaster Recovery Plan, and
District approval of Revised Detailed System Design.

© © N o u

C.7.18 CONVERSION SUBTASK

The Conversion Subtask shall consist of the planning, development, testing, and coordination
of all data and file conversions required to support the operation of the new MMIS. The
Conversion Subtask shall include the identification of all data elements required to support
MMIS processes and those which need to be converted; identification of a source of the data
(manual file, automated file, and/or primary data collection); securing the data; development
of data conversion requirements, including changes to current provider types, categories of
service, diagnosis codes, procedure codes, and so forth; development of conversion software
and/or manual procedures; testing of conversion programs and procedures; and preliminary
conversion of al files. The Conversion Subtask shall demonstrate, through comprehensive
testing of conversion processes, which all datarequired to support MMIS processing shall be
available and accurate. The Conversion Subtask shall be performed concurrently with the
Devel opment/Testing Subtask.

This task shall result in a Conversion Plan, Conversion Test Results, and preliminary
converted files.

C.7.18.1 Conversion Subtask Requirements
There are no subtask- specific requirements identified.

C.71811 District Responsibilities
District responsibilities are to:
1. Assist inidentifying other sources of data;
2. Assist in defining code conversions,

3. Clarify, at the Contractor's request, data element definitions, record
layouts, and file descriptions; and

4. Provide staff time for walk-through of deliverables.

C.7.18.1.2 Conversion Subtask Contractor Responsibilities
Contractor responsibilities are to:

1. Identify data requirements and source(s) of datafor al MMISfiles
necessary to meet all functional specifications in this RFP;

2. Receive files from District;
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3. Obtain data from other sources when approved by District;

4. Prepare a Conversion Plan, and provide a walk-through for District
staff;

5. Test conversion programs and procedures, and provide a walk-
through of Conversion Test Results for District staff; and

6. Perform preliminary file conversions.

C.7.18.1.3 Ddiverables
The deliverables for the Conversion Subtask are the Conversion Plan, Conversion Test
Results, and Preliminary File Conversions.
C.7.18.2 Conversion Plan
The Contractor shall provide the following minimum requirements:

1. A detailed plan for conversion of al files, user vaidation of converted
data, and final conversion of files; the plan shall include a detailed
conversion schedule and the personnel assigned to the conversion of
each file

2. A description of al filesto be converted and whether it will be a
manual or an automated conversion, or a combination of both;

3. Data element mappings, including values, of the old system data
elements to the new system data elements, and new data elements to
old data el ements to ensure al data elements are addressed;

4. A discussion of the management of the conversion effort, including
strategies for dealing with delays, back-up plan, back-up personnel,
and so forth;

5. Procedures for tracking and correcting conversion problems when
encountered;

6. Procedures for notifying the District of conversion problems
encountered; and

7. ldentification of default values, where necessary.

C.7.18.3 Conversion Subtask Conversion Test Results
The Contractor shall provide the following minimum requirements:

1. Interim reporting on each file conversion within twenty-four (24)
hours of each scheduled file conversion; this interim report shall
include the following for each file conversion:

a) All test results,
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b) Any problems encountered and the impact on the rest of the

<)

conversion schedule;

Before-and-after versions of each converted file, including
default values, formatted for review by nontechnical
personnel (in certain cases, the District may require only a
portion of the file to be formatted for review);

A summary of the status of the conversion, including numbers of
problems identified by type of problem, numbers of problems
corrected, any significant outstanding issues, the effect of any
findings on the implementation schedule, and so forth; and

Copies of al conversion programs and program listings used during
the test.

Preliminary Converted Files

The Contractor shall provide the following minimum requirements:

2.

3.
C.7184

1.

2.
C.7.185

Interim reporting on each file conversion within twenty-four (24)
hours of each scheduled conversion, to include:

a)

b)

Any problems encountered and the impact on the rest of the
conversion schedule;

Before-and-after versions of each converted file, including
default values, formatted for review by norttechnical
personnel (in certain cases, the District may require only a
portion of the file be formatted for review); and

Versions of manually and automated converted files available for
review on-line, where appropriate.

Milestones

Milestones for the Conversion Subtasks are:
1. Digtrict approval of Conversion Plan,

2. Didtrict approval of Conversion Test Results, and

3. Didtrict approval of al preliminary converted files.

C.7.19 ACCEPTANCE TESTING SUBTASK

C.7.19.1

The Acceptance Testing Subtask is designed to demonstrate that the District
of ColumbiaMMIS, asinstalled by the Contractor, meets District of
Columbia specifications and performs all processes correctly. All MMIS
subsystems and modules will be tested. Components of the test will require
that the Contractor demonstrate readiness to perform all Contractor MMIS
functions and contractual requirements, including manual processes. The
Digtrict will identify the schedule for test cycles and delivery of output.

138



Medicaid Management Information System
RFP No. POTO-2006-R-0077

C.7.19.2

C.7.19.3

C.7.194

C.7.195

C.7.19.6

C.7.19.7

C.7.198

Acceptance testing shall be conducted in a controlled and stable environment.
No modifications to the software or files in the acceptance test library shall be
made without written prior approval from the District.

The District will utilize two (2) types of acceptance testing:
1. Structured data test, and
2. Operational readiness test.

The structured data test is designed to test the existence and proper
functioning of edits and audits, the accuracy of claims payment and file
maintenance, and the format and content of all system outputs, including
outputs from reporting functions such as MARS, utilization management, and
EPSDT. These tests may utilize al of, or select parts of, the preliminary
converted files.

The operational readiness test is designed to ensure that the Contractor is
ready to process all inputs, price claims correctly, meet all reporting
requirements, utilize a properly functioning data communications network,
and have a demonstrated back-up capacity. Operational readiness testing shall
include a volume test of several days of production capacity claims volumes
to demonstrate the MMIS and the Contractor’ s staffs are prepared for full
production. Operational readiness testing shall include a pilot test of actual
claims processing in afull operational environment through the check request
process.

An additional component of the operational readiness test is the demonstration
and verificationof physical plant security, data security, and fire/disaster
prevention and recovery procedures.

Requirements
The Contractor shall:

1. Provide athoroughly tested version of the operational system
that meets all District of Columbia requirements and is
separate and distinct from its own development and test
system;

2. Make the acceptance test system available from 6:30 am. to
8:30 p.m., Eastern Time, during the test period; and

3. Providetraining to the acceptance testing team, including
preparation of input data, using MMIS screens, understanding
MMIS processes, and reviewing MMIS outputs.

District Responsibilities
District responsibilities are to:
1. Prepare an Acceptance Test Plan,
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11.
12.
13.

Design acceptance test criteria and procedures,

Prepare acceptance test data with the help of the Contractor,
Develop an acceptance test schedule,

Monitor Contractor support for acceptance testing,

Monitor Contractor compliance with the test schedule,
Validate results,

Inform the Contractor of any problems and or discrepancies,

Use the Contractor's change control process to document
discrepancies or problems,

. Monitor Contractor response and resolution of discrepancies

or problems,
Direct retest after correction of any problems,
Document results, and

Approve Contractor's operational readiness as aresult of
acceptance testing.

C.7.199 Contractor Responsibilities

Contractor responsibilities are to:

C.7.199.1

C.7.19.9.2

C.7.19.9.3

C.7.1994

C.7.19.95

C.7.19.9.6

Ensure that al modifications to the MMIS software or files are
thoroughly unit and system tested prior to implementation in the
acceptance test.

Provide access for up to six (6) District representatives at the
Contractor's District of Columbia facility during the Acceptance
Testing Subtask, if determined necessary by the District.

Execute acceptance test cycles according to the schedule provided by
the District.

Perform acceptance test activities as defined for regular Operations
Task processing.

Assist the District in implementation of the acceptance test with
respect to generation of test transactions, data, and files, aswell as
analysis of reasons for unanticipated processing results.

Provide data entry staff and other data processing staff, other than

technical or supervisory-level staff, necessary to perform acceptance
test activities.
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C.7.19.9.7  Provide senior systems analysts and other technical staff necessary to
coordinate acceptance test activities and assist the Didtrict in the
analysis of test results.

C.7.19.9.8 Provide timely responses to discrepancy notices.

C.7.19.99  Maintain the acceptance test software and files as directed and
approved by the Digtrict.

C.7.19.9.10 Correct any problems resulting from incorrect computer program code,
incorrect fileconversion, incorrect or inadequate documentation, or
from any other failure to meet specifications or performance standards.

C.7.19.9.11  Process, from receipt to final disposition through the check request
process, in afully operational environment, a representative sample of
actual or test claims, as designated by the District, as an operational
readiness test; the sample shall not exceed a week's volume.

C.7.19.9.12 Prepare the acceptance test resolutions document, including a
description of al problems identified; the corrective steps taken; and a
summary of outstanding problems by subsystem, status, severity, and

type.

C.7.19.9.13 Prepare and deliver to a District approved distribution list of manual
users the final version of al user manuals.

C.7.19.9.14 Prepare and deliver to each participating provider and to District
Provider Enrollment staff the final version of al provider manuals.
C.7.19.10 Deliverables
There are three (3) deliverables required for the Acceptance Testing subtask: Acceptance
Test Resolutions document, final user manuals, and final provider manuals.
C.710.11 Acceptance Test Resolutions Document
The Contractor shall provide the following minimum requirements:

1. A summary of the testing process, including number of problems
identified and corrected, by type;

2. Description of problems identified and corrective steps taken; and
3. Description of problems outstanding at the end of acceptance testing,
the planfor resolution, and the impact on operations.
C.7.19.12 Final MMIS User Manuals

The Contractor shall revise the user manuals, as described in Subsection C.7.17.5, to
reflect changes identified during the acceptance test process. The Contractor shall
provide updated pages to the Digtrict for review and approval.
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C.7.19.13 Final Provider Manuals

The Contractor shall finalize the provider billing manuals, as described in
SubsectionC.7.17.5, to reflect changes identified during the acceptance test process.
The Contractor shall provide updated pages to the District for review and approval.

C.7.19.14 Milestones
Milestones for the Acceptance Testing Subtask are:
1. Disgtrict approval of the Acceptance Test Resolutions document,
2. Digtrict approva of fina user manuals,
3. District approval of final provider manuals, and
4. Digtrict approval of Contractor's operational readiness.

C.7.20 PREPARATION FOR OPERATIONS SUBTASK

During the Implementation Subtask, the Contractor shall load, converted existing data and
begin operations of the MMIS. Processing of al claim types shall be activated
simultaneoudly. Date of receipt shall determine whether claims are processed by the new
Contractor or the previous Contractor.

The incumbent is responsible for all claims processed through the last payment cycle prior to
the Operational Start Date as defined on Paragraph H.37.6 OPERATIONAL START DATE
— PERFORMANCE REQUIREMENTS. The new Contractor shall be responsible for all
claims not processed or adjudicated by that date. All claims received after the last payment
cycle before the current systems shut down are the responsibility of the new Contractor.

It is assumed that the Implementation Subtask will overlap the Development/Testing,
Conversion, and Acceptance Testing Subtasks.

C.7.20.1 I mplementation Subtask Requirements

There are no subtask- specific requirements identified.

C.7.20.2 District Responsibilities

District responsibilities are to:

1. Coordinate and monitor final conversion activities;

2. Arrange for transfer of all required files to the Contractor;
3. Arrange for transfer of archive files and records,
4

. Notify providers of the new MMIS contract and the date from which all
claims are to be submitted to the new Contractor;

5. Approve final file conversion;
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C.7.20.3

Validate the contents of al edit/audit criteriafiles and edit disposition
files;

Provide staff time for initial training of the District management,
technical, administrative, and clerical personnel;

Provide policy specialists for Contractor provider training sessions to
address policy-related questions; and

Provide staff time for documentation walk-through.

Implementation Subtask Contractor Responsibilities

Contractor responsibilities are to:

C.7.20.3.1

C.7.20.3.2

C.7.20.3.3

C.7.2034
C.7.20.35

C.7.20.3.6
C.7.20.3.7

C.7.20.3.8

C.7.20.3.9

C.7.20.3.10
C.7.20311
C.7.20.3.12
C.7.20.3.13
C.7.20.3.14

C.7.20.3.15

Accept all current files from the District and the incumbent. Files may be magnetic
tape, disk, diskette, or paper.

Accept all claim-related receipts and pended claims on hand from the incumbent for
completion of processing.

Accept and arrange for storage and backup of archive files transferred on computer-
readable media. The storage of archive files shall be maintained in an off-site vault
that is water and fire resistant, as specified in the Contractor's proposal. The files
shall be maintained using archival-quality mediathat are retrievable by the
Contractor.

Conduct final MMIS file conversion.
Balance files to the District's and incumbent's control totals.

Correct any problems identified during final file conversion.

Plan and conduct initial training to District management, administrative, technical,
and clerical personnel. MMIS training must enable District users to prepare inputs,
use ontline screens, interpret reports, and fully understand all MMI'S processes.

Plan and conduct Contractor provider training sessions on new billing procedures,
policies and MMIS processing with assistance from the District policy specialists.

Print and distribute all District of Columbia- unique claim forms.
Accept claims for processing from providers and the District.
Begin processing all claim types.
Prepare MMIS Systems Documentation.
Prepare Start of Operation Plan, and provide a wak-through for District staff.
Prepare a notice to providers, for District approval, in which transition activities are
identified.
The Contractor shall provide MMIS certification support to include:
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C.7.204

C.7.204.1

1. All State Medicaid Manual Part 11 documentation requirements,
reports, and crosswalks necessary to complete certification "folders’;

2. Personnel to brief appropriate District staff on certification
procedures, system operations, and other information necessary for
Didtrict staff to make appropriate presentations at the time of
certification;

3. A walk-through of the District of Columbia facility and operations, if
required by the certification team; and

4. Personnel available to answer questions or provide insight during the
certification process.

Deliverables

There are five (5) deliverables for the preparation of operations Subtask: MMIS Systems
Documentation, MMIS Start of Operations Plan, District Training Plan, Provider
Training Plan, and Results of Final File Conversion.

MMIS System Documentation

C.7.204.11

C.7.204.1.2

C.7.204.1.3

The Contractor is responsible for providing to the District complete,
accurate, and timely documentation of the MMIS. The Contractor
shall provide the MMIS Systems Documentation within thirty (30)
days following District acceptance of the MMIS. District acceptance
will not be given and the final Systems Documentation cannot be
delivered if portions of the MMIS are not functioning properly.

Following the Implementation Subtask, the Contractor shall prepare
updates to the MMIS Systems Documentation to incorporate all
changes, corrections, or enhancements to the MMIS. Updates to the
MMIS Systems Documentation shall be delivered to the District
within one week of District technical sign off of the change, unless
otherwise agreed to by the District.

Three (3) printed copies and one electronic copy of the final version of
the MMIS Systems Documentation must be provided to the District.
The Contractor shall be responsible for supplying any copies of the
MMIS Systems Documentation required by CMS.

The MMIS Systems Documentation shall:

1. Beavailable and updated on electronic media (DCD,
CD, external hard drive); must be maintainable after
Turnover;

2. Beorganized in aformat which facilitates updating;
revisions must be clearly identified;

3. Include system and subsystem narratives which are
understandable by nonttechnical personnel;
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4. Contain an overview of the system, including:

a)
b)

c)
d)

A narrative of the entire system,

A description and flow charts showing the
flow of major processes in the system,

A description of the operating environment,

The nomenclature used in the overview shall
correspond to nomenclature used in subsystem
documentation (all subsystems must be
referenced, and documentation shall be
consistent from the overview to the specific
subsystems and between subsystems);

5. Contain the following documentation for each
subsystem:

a)
b)

C)

d)

f)

o)

h)

Subsystem name and numeric identification;

Subsystem narrative, including each function
and feature of the subsystem;

Subsystem flow charts, identifying each
program, input, output, and file;

Job streams and Script within subsystems
identifying programs, input and output,
controls, job stream flow, JCL, operating
procedures, and error and recovery procedures,

Identification and listing of all Contractor
internal control reports,

For all forms, screens, tapes, and other inputs:
input definitions, including names,
descriptions, sources, examples, and content
definition;

For all screens, reports, tapes, and other
outputs. output definitions, including names,
numbers, sources, destinations, examples, and
content definition; tape/cartridge
specifications, file descriptions, and record
layouts shall be included for all data stored on
tape or cartridge;

Listings of edits and audits applied to each
input item, including detailed edit logic, claim
and provider types affected, edit disposition,
suspense and override data, and corresponding
error messages,
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)

K)

m)

i) Program documentation to include, at a
minimum:

1. Program narratives, including process
specifications for each, the purpose of
each, and the relationships between
the programs and modules;

2. A list of input and output files and
reports, including retention;

3. Filelayouts,
4. File names and dispositions;

5. Specifics of al updates and
manipulations,

6. Program source listing;

7. Commentsin the internal
identification division of the listing,
identifying changes to the program by
date, author, and reason;

8. Commentsin the internal procedure
division of the listing, identifying each
subroutine and each major entrance,
exit, and function of the subroutine;

Detailed program logic descriptions and edit logic
(or decision tables), including, at a minimum, the
sources of al input data, each process, al editing
criteria, all decision points and associated criteria,
interactions and destination links with other
programs, and all outputs;

Detailed pricing logic for all claims processed by
the system,

For al files, including intermediate and work files:
file descriptions and record layouts, with reference
to file names and numbers; data element names,
numbers, number of occurrences, length, and type;
record names, numbers, and lengths; and file
maintenance data, such as number of records, file
space, and so forth;

Lists, by identifying name, of al files, inputs, and

outputs with cross-references to the programsin
which they are used;

6. Contain a data element dictionary which will include, for each data

e ement:

146



Medicaid Management Information System
RFP No. POTO-2006-R-0077

a A unigue data element number;

b) A standard data element name;
c) A narrative description of the data element;

d) A list of data names used to describe the data element;
€) A table of valuesfor each data element;
f) The source of each data element;

g A cross-reference to the corresponding Part 11 of the State
Medicaid Manua (SMM);

h) A list of programs using the data element, describing the use
of input, internal, or output;

i) Listof files containing the data element;

7. Contain operations run documentation with schedules and
dependencies; and

8. Support District monitoring activities on an ongoing basis.
C.7.204.2 MMIS Start of Operations Plan

The MMIS Start of Operations Plan identifies all the activities, which must be
accomplished for a successful implementation, including dates. The Contractor shall
provide the following minimum requirements:

1. Identify plans and schedules for designing, ordering, and distributing
all required MMIS forms;

2. ldentify cutover procedures and dates for submittal of claims on EMC
and hard copy;

3. Document resolution of inventory issues (for example, suspense,
claims on hand, provider enrollments) and associated dates;

4. Document plans for installation of lines and terminals at the District;

5. Specify methodology for handling adjustments to incumbent-
processed claims;

6. ldentify procedures and dates for obtaining inputs from outside
entities such as HMOs, insurance companies, the enrollment broker,
etc.; and

7. ldentify the process to accommodate provider updates, recipient data
changes, reference changes, and prior authorizations, after fina
conversion but before implementation.

C.7.204.3 District Training Plan

The District Training Plan identifies all the activities leading up to, and including, the
training of Didtrict user staff, at all levels, in the proper use of the MMIS. The
Contractor shall provide the following minimum requirements:
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Description of training materials;

Description of training facilities (for example, use of screens);
Training schedule;

Plans for remedial training; and

o A~ w NP

Methodology to ensure continued training during the Operations Task
for new staff or staff changing positions (for example, use of
videotapes).

C.7.2044  Provider Training Plan

The Provider Training plan identifies all the activities leading up to, and including,
the training of all provider typesin proper billing procedures, understanding of
remittance advice, and so forth. The Contractor shall provide the following minimum
reguirements:

1. Description of training materials,

Training schedule for al provider types across the District,
Providing experienced training staff throughout the contract period,
L ocations for training, and

o > DN

Plans for remedial and ongoing training during operations.

C.7.2045  Resultsof Final File Conversion
The Contractor shall provide the following minimum requirements:

1. Interim reporting on each file conversion within twenty-four (24)
hours of each scheduled conversion to include:

a) Any problems encountered and the impact on the remaining
conversion and implementation schedule;

b) Before-and-after versions of each converted file formatted for
review by non-technical personnel, including default values
(in certain cases, the District may require only a portion of the
file be formatted for review); and

2. Versions of manually and automated converted files available for
review on-line, where appropriate.

C.7.20.5 Milestones
Milestones for the Implementation Subtask are:
1. District approval of fina file conversions,
2. District approval of District Training Plan,
3. Digtrict approval of Provider Training Plan,
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District approval of MMIS Systems Documentation,
District approval of the Implementation Plan, and

Digtrict approval of the Contractor's notice that the MMIS is fully
operational for all claim types.

OPERATIONS TASK

The Contractor's proposal shall include performance of twenty-six (26) operational subtasks.
These subtasks correspond to the functional requirements addressed in SubsectionC.6. Each
is presented in terms of .

1. District responsibilities,
2. Contractor responsibilities, and
3. Performance Requirements.

In addition to the performance Requirements included in this subsection, specific
performance standards are also defined in Subsections H.37 and H.38.

The responsibilities identified for this task include manual, as well as automated, functions.
The Contractor must perform all functions necessary to operate a successful, complete, and
certifiable District of Columbia MMIS.

The Contractor’ s responsibilities in this subsection are presented by function.
C.8.1 Recipient Data Maintenance
C.8.2 Recipient Eligibility Help Desk
C.8.3 Provider Data Maintenance
C.8.4 Reference Data Maintenance
C.8.5 Prior Authorization Processing
C.8.6 Claims Control
C.8.7 Claims Entry
C.8.8 Edit/Audit Processing
C.8.9 ClaimsPricing
C.8.10 Claims Correction
C.8.11 Claims Operations Management
C.8.12 Financial Processing
C.8.13 TPL Processing
C.8.14 LTC Processing
C.8.15 EPSDT Processing
C.8.16 Quality Control/Assurance
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C.8.17 Management and Administrative Reporting
C.8.18 Surveillance and Utilization Review
C.8.19 HCBC Processing

C.8.20 CLIA Support

C.8.21 Drug Rebate Processing

C.8.22 Drug Utilization Review

C.8.1 RECIPIENT DATA MAINTENANCE

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C81l1 District Responsibilities
District responsibilities are to:

1. Determine which individuals are eligible to receive medica assistance
benefits;

Determine benefit limitations and applicable timeframes;

Maintain recipient information, with the exception of recipient lock-in
restriction data, on the IMA;

Perform on line updates to recipient lock-in restriction MMIS fields;

5. Accept updates of recipient lock-in restriction data, in an agreed upon
format and media, to the IMA from the MMIS;

6. Generate and distribute Medicaid identification cards;
7. Approve content and format of recipient reports and on-line screens; and

8. Assist in the correction of errors and discrepancies resulting from the
recipient update process if the Contractor is unable to correct them.

C.8.1.2 Recipient Data M aintenance Contractor Responsibilities
Contractor responsibilities are to:
1. Maintain the MMIS recipient data set(s);

2. Ensurethat all existing and new requirements of the District Medicaid
Manual, and District and Federal policy are met by the Recipient Data
Maintenance function;

3. Apply daily updates to the MMIS recipient file;

Perform reconciliation of the MMIS recipient file to the IMA as
necessary;
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C.8.13

10.

11.

12.

13.

14.

15.

16.
17.

Provide on-line update capability for recipient lock-in restriction data
fields;

Provide staff support to train District personnel on the procedures for
submitting online recipient lock-in restriction data input to the MMIS;
Produce error reports for any online transactions that fail any editing;
Produce audit trail reports of all recipient lock-in restriction data updates;

Notify the District of any discrepancies or errors in IMA, that are
evidenced in the MMIS, including unsuccessful update or reconciliation
file creation;

Research and resolve recipient file discrepancies, seeking District
assistance when necessary;

Provide on-line inquiry access to al recipient files;

Maintain appropriate controls and audit trails to ensure that the most
current recipient data is used for the EV S and each claims processing
cycle

Perform cross- matching of input from other District agencies to the
MMIS recipient file by social security number and generate appropriate
reports,

Provide the District with al recipient reports according to District
specifications; and

Support al Recipient Data Maintenance functions, files, and data
elements necessary to meet the requirements of this RFP.

Provide necessary recipient data to the Managed Care enrollment broker.

Recelve, edit and update HMO enrollment and disenrollment data form
the Managed care Enrollment Broker.

Recipient Data M aintenance Perfor mance Requirements
The Contractor shall provide the following Performance Requirement:

Daily updates of recipient data accepted from IMA, shall be applied,
within a time frame sufficient to transmit the updated data to the EVS
Contractor prior to 7:00 am daily.

C.8.2 RECIPIENT ELIGIBILITY HELP DESK

c821

District Responsibilities

District responsibilities are to:

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
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1. Ensure that the most current recipient data is made available to the
MMIS.

C.8.22 Provision of Eligibility Information Contractor Responsibilities
Contractor responsibilities are to:

1. Provide the most current recipient data available for digibility, TPL,
LTC, and restriction information;

Provide appropriate staff levels to support this function;
Provide for logging al calls from providers; and

Make recommendations on any area in which the Contractor thinks
improvements can be made.

C.8.23 Provision of Eligibility Information Performance Requirements
The Contractor shall provide the following Performance Requirements:

1. Provide sufficient access lines so that District of Columbia Medicaid
providers do not encounter busy conditions at |east ninety-nine percent
(99 percent) of the time;

2. Provide aback-up system to assure that system downtime is limited to a
maximum of thirty (30) continuous minutes and no more than four (4)
instances per year; and

3. Provide eligibility verification availability 24 hours per day, 7 days a
week, except for agreed upon downtime for updates and preventative
mai ntenance.

C.8.3 PROVIDER DATA MAINTENANCE

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
C.831 District Responsibilities
District responsibilities are to:

1. Develop policy governing provider participation in the District of
Columbia Medicaid Program;

2. Sign-off on complete enrollment approval packages forwarded by the
Contractor;

3. Provide the Contractor with criteria for deactivating/purging providers
records;

4. Provide the Contractor in writing, using file update forms, or on-line, any
changes to provider file data which come to the attention of the Didtrict;
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Enter District-approved, provider-specific payment rate updates,
including mass or paper updates, into the MMIS on-line

6. Approve the Contractor's training plan and training materials;

7. Approve the format and content of all reports;

10.
11.

12.

13.

14.

C.832

Approve or modify al provider issuance’ s, including manuals,
handbooks, bulletins, and notices developed by the Contractor;

Monitor the accuracy of telephone information given to providers by
Contractor provider relations staff;

Approve Contractor-developed EMC hilling software and instructions;

Determine service restrictions to be placed on individual providers and
update provider data on-line;

Notify the Contractor of the number, sequence and sort selection of
mailing labels to be produced,;

Perform provider file updates to specific fields finalized during the
Design Subtask; and

Sign off on enrollment and certification updates for all providers.

Provider Data Maintenance Contractor Responsibilities

Contractor responsibilities are to:

1.

Establish an organizational unit within the Contractor's District of
Columbia MMIS operations site which will be responsible for provider
communications, relations, and training in a proactive mode;

Operate and maintain the Provider Data Maintenance function, including
the maintenance of a provider master data set or master file;

Update the provider master file on adaily basis to reflect changes brought
to the attention of the Contractor by the District, providers, or from
within;

4. Establish methods to edit and verify accuracy of provider file data;

5. Maintain aphysical file on al approved and denied providersincluding

source documents received for al provider file update transactions;

Receive requests for enrollment and mail all enrollment packets to
providers,

Process all provider enrollment applications, including reviewing
returned packets for completeness and obtaining missing information;

Notify providers of acceptance/rgection as aDistrict of Columbia
Medicaid provider and send accepted providers a start- up packet
containing al the information for participation in and for billing the
District for Medicaid servicesto eligible recipients;
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10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

Make available to the District ontline inquiry capability for prompt access
to the provider files;

Contractor Provider Relations staff shall educate and assist providers
through onsite visits;

Educate providers about the District of Columbia medical assistance
program, the claims processing system, and proper billing and prior
authorization procedures through workshops, training sessions,
presentations at professional association meetings, individual training, as
needed, and the production and distribution of provider manuals and
bulletins;

Target for special training those providers who have been identified as
having an abnormal number of claims denied or suspended, as defined by
MAA;

Maintain and staff toll-free telephone lines for provider inquiries about
enrollment, billing, or claim inquiries;

Maintain alog of written and telephone inquiries which identifies caller,
nature of the inquiry, and outcome;

Provide the District with monthly reports on all calls answered and on
timeliness of written correspondence;

Print at no charge, al claim forms (except UB-92, and HCFA-1500)
unique to the District of Columbia Medicaid program, including prior
authorization forms;

Distribute al claim forms, al consent forms, and maintain inventory
control over all forms;

Write, obtain District approval of, print, and distribute provider billing
manuals, revisions to provider billing manuals, and provider bulletins;

Supply all providers with the most current provider manual materials
through continual updates, as well as replacement manuals when
necessary;

Provide copies of provider manualsto MAA and other departments as
specified by the District, the number of copies to be determined by the
District;

Inform providers about electronic billing, automated remittance, and

electronic fund transfer options, and work with providers to finaize
appropriate formats for the data transfer;

Develop and submit to the District for approval a provider training plan
annually at the beginning of the contract year and update the plan as
necessary;

Conduct provider training, including, when necessary, personnel from
MAA and other departments,
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24.

25.

26.

27.
28.

29.

30.

31.

32.

C.833

Develop, distribute, and evaluate provider training questionnaires from all
training sessions, and provide the District with a summary of the provider
responses,

Maintain and submit to the District records of al providers (by provider
type) who participate in training sessions;

Provide training in the use of the Provider system to District personnel
initially and on an ongoing basis,

Submit all provider reports to the District on atimely basis,

Make recommendations on any area in which the Contractor thinks
improvements can be made;

Support al Provider Data Maintenance functions, files, and data elements
necessary to meet the requirements in this RFP;

Conduct mass updates of the provider file when directed to do so by the
Digtrict;

Write, with District approval, and distribute, quarterly advisoriesto
providers on current MMI S issues; and

Write, with District approval, and distribute, provider satisfaction
guestionnaires to random sample of twenty-five (25) percent of al
providers on ayearly basis.

Provider Data M aintenance Perfor mance Requirements

The Contractor shall comply withthe following Performance Requirementsrequested by
the District:

1
2.
3.

Mail provider enrollment packets within two (2) days of request;
Process complete provider applications within five (5) days of receipt;

Staff provider relations phone lines with trained personnel from 8:00 am.
to 5:00 p.m., Monday through Friday (except District holidays);

Maintain a sufficient number of telephone lines so that no more than ten
percent (10%) of incoming calls ring busy or are on hold for more than
one (1) minute;

Answer al calls and telephone cortacts on the same day or next business
day;

Respond to written correspondence with at least an interim answer within
fourteen (14) calendar days of receipt and a final response within forty-
five (45) calendar days of receipt;

7. Produce and mail 1099's no later than January 31 of each year;

Mail claim forms and other billing documents to providers within five (5)
days of request for the forms; and
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9. Transmit copies of the provider file to the Enrollment Broker, the POS
Contractor, and the Data Warehouse and Web Portal no later than 3
working days following the end of each calendar month

C.84 REFERENCE DATA MAINTENANCE

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C.84.1 District Responsibilities
District responsibilities are to:
1. Establish specific pricing criteriafor all Procedure, Pricing, and Drug
files;
2. ldentify al service codes (HCPCS, NDC) which are not covered under
the District of Columbia medical assistance program;
3. Provide all unique District of Columbia service codes to the Contractor;

4. Specify the benefit limitation and service conflict criteriato be applied
through the use of the Edit/Audit Criteriafile;

5. ldentify the procedures, drugs, and diagnoses which require prior
authorization;

6. Define and interpret for the Contractor the detailed policies and payment
objectives related to the use of DRG pricing and any other reimbursement
methodol ogies.

7. Initiate updates;
8. Approve al updates on an ongoing bas's,

9. Provide the operational and policy parameters used by the Contractor to
design or modify edits and audits;

10. Request and approve mass updates (i.e., regular and irregular updates) to
files as necessary.

11. Define alternate pricing methodologies to be implemented in the future;
and

12. Respond to all inquiries from the Contractor regarding discrepanciesin
Reference file information.

C.84.2 Contractor Responsibilities for Reference Data M aintenance
Contractor responsibilities are to:
1. Operate the Reference Data Mainterance function of the MMIS;
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C.843

Maintain al Reference files and ensure that only the most current
information is used in claims processing;

Provide the District with on-line inquiry and update capabilities to all
Reference files;

Provide training to the District in the use of the Reference functions
initially and on an ongoing basis;

Contract with a drug updating service to update drug prices at least
weekly, and provide the District with complete drug catal ogs three (3)
times per year, and with periodic catalog updates as they are issued by the
update service,

6. Perform mass updates to the Reference files as specified by the District;

7. Provide the required reports, listings and/or microform of the Reference

10.

files to the District;

Support all Reference Data Mainterance functions, files, and data
elements necessary to meet the requirements in this RFP;

Identify and advise the Didtrict of changes to edits and audits to enhance
processing and efficiency; and

Make recommendations on any area in which the Contractor thinks
improvements can be made.

Requirementsfor Reference Data M aintenance Per for mance
The Contractor shall provide the following Performance Requirements:

1. Correctly apply updates to the Reference files within two (2) working days of
receipt of the update request and within the limits specified in the CMS standards;
and

2. Provide listings of the Reference files to the District within one (1) week of
receipt of the request.

C.85 PRIOR AUTHORIZATION PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C.851

District Responsibilities

District responsibilities are to:

1.

Receive and determine approval/denial of prior authorization requests for
all District of Columbia Medicaid services that require prior
authorization,
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C.852

Enter PA requests, approvals, and so forth onto the MMIS PA system, on

line;

Review and approve of al prior authorization error messages and
notification letter content;

Approve the format of all PA request forms and related material;

Specify PA record purge criteria;

Provide the Contractor with specific requirements for PA-related reports;
Resolve PA disputes at fair hearings, and

Determine which services will require prior authorization.

Prior Authorization Processing Contractor Responsibilities

Contractor responsibilities are to:

1.

© © N o

C.853

The performance expectation is to gererate PA approval, denial, and suspense notices

Operate the Prior Authorization function of the District of Columbia
MMIS;

At the District's direction, enter datato the prior authorization function
through batch entry or on-line;

Purge old PA records according to District-specified criteria;
Provide on-line inquiry and access to the PA data set;

Produce and mail provider PA notices of approved, denied, or suspended
PA requests,

Access the PA function during claims processing;
Produce all PA reports according to District specifications,
Provide training to District staff in the use of the PA screens and reports,

Support all Prior Authorization functions, features, and data elements
necessary to meet the requirements of this RFP; and

. Make recommendations on any areain which the Contractor thinks

improvements can be made.

Prior Authorization Processing Performance Requirements

within twenty-four (24) hours of input or processing.

C.86 CLAIMSCONTROL

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
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C86.1

District Responsibilities

District responsibilities are to:

1.

C.8.6.2

Provide written approval of all accepted internal and external claims
processing procedures that are used to adjudicate claims, and to control
the audit trails and location within the claims processing system for al
claims (for example, medical policy resolution, manual pricing, and so
forth);

Monitor the Contractor through review of claims processing cycle
balancing and control reports; and

Establish microform retention and retrieval standards.

Claims Control Contractor Responsibilities
Contractor responsibilitiesareto:

Prepare and control all incoming and outgoing District of Columbia
medical assistance program mail, to ensure claims and other
correspondence are picked up and delivered at/to any site designated by
the District, through the most effective and efficient means available;

Deliver and pick-up Contractor mail to the District once in the morning
and once in the afternoon each work day, and at the request of the
District;

Establish controls to ensure no mail, claims, tapes, diskettes, cash, or
checks are misplaced after receipt by the Contractor;

4. Sort hard-copy claims as approved by the District;

10.

11.

12.

Pre-screen hard-copy claims before entering into the system, and return
those not meeting certain criteria (for example, no provider number) to
providers; log returned claims dalily;

Assign unigque claim control numbers and batches to claims and
accompanying documentation;

L og tapes and diskettes upon receipt and assign batch number;

Batch electronic claims upon receipt and assign a unique control number
when loading;

Microform hard copy, EMC claims, and accompanying documentation;

Establish balancing processes to ensure control within the MMIS
processing cycles,

Reconcile al claims (hard-copy and EMC) entered into the system to
batch processing cycle input and output figures,

Produce on-line and hard-copy balancing and control reports according to
District specifications; and
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13. Make recommendations in any area in which the Contractor feels
improvements can be made.

C.8.6.3 Claims Control Performance Requirements
The Contractor shall provide the following Performance Requirements:

1. Assign aunigue control number to every claim, attachment, and
adjustment within twenty-four (24) hours of receipt at the Contractor's
site;

2. Return hard-copy claims where the Provider Number is ingligible or
missing, the claim form not acceptable to the District, the provider
signature is missing, or the claim form is completely illegible within
twenty-four (24) hours of receipt;

3. Microform every claim and attachment within twenty-four (24) hours of
receipt at the Contractor's site;

4. Retain hard-copy documents and claims until the batch is fully
adjudicated; and

5. Retrieve hard-copy claim documentation from microform within twenty-
four (24) hours of the request.

C.87 CLAIMSENTRY

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

c.8.7.1 District Responsibilities
District responsibilities are to:
1. Define District-unique claim forms and standard claim forms;

2. Provide written approval of the accepted format of all electronic media
claims; and

3. Perform periodic review of all claim forms and provide the Contractor
with written approval to continue receiving and entering them, to ensure
these forms are the most efficient way of collecting data for claims
processing.

C.8.7.2 Claims Entry Contractor Responsibilities
Contractor responsibilities are to:
1. Perform dataentry of all hard-copy claims;
2. Load electronically submitted claims;
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3. Perform presence and format editing on all entered claims, according to
District specifications;

4. Perform validity editing on al entered claims using stub files of Provider,
Recipient, and Reference data;

5. Distribute provider claim submission software, for al claim forms, to
allow electronic claims submission by electronic transfer, diskette, or
tape, to all interested providers,

6. Produce al claims entry statistics reports and deliver to the District; and

7. Make recommendations in any area in which the Contractor feels
improvements can be made.

c.8.7.3 Claims Entry Performance Requirements
The Contractor shall meet the following Performance Requirements:
1. Enter hard-copy claimswithin five (5) days of receipt;
2. Maintain data entry error rates below established standards,

3. Load electronically submitted claims within twenty-four (24) hours of
receipt by the Contractor; and

4. Perform daily presence, format, and validity editing on entered claims.

C.8.8 EDIT/AUDIT PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
c.881 District Responsibilities
District responsibilities are to:
1. Approve edit and audit criteria,;
2. Approve duplicate or suspect-duplicate audit criteria;

3. Approve criteriaand procedures for adjudication of "specia” claims (for
example, bypass edit/audit conditions);

4. Determine prepayment and medical review criteria;

5. Determine the disposition of edits and audits (suspend, deny, report,
message only);

6. Provide, on an ongoing basis, written approval of all accepted
adjudication processes; and

7. Perform on-line inquiry into edit/audit criteria and disposition files, and
update these files as finalized during the Design Task.
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C.88.2

Edit/Audit Processing Contractor Responsibilities

Contractor responsibilities are to:

1
2.
3.

10.

C.8.83

Propose edit and audit criteria;
Propose duplicate or suspect-duplicate audit criteria;

Propose criteria and procedures for adjudication of "special” claims (for
example, bypass edit/audit conditions);

Verify that services performed are consistent with services previously
rendered to the recipient and that they comply with District policy and
medical criteria;

Manually and systematically review any claims that suspend for any of
the edits and/or audits as determined by the District for review by
Contractor;

Adjudicate suspended claims after review by the Contractor or District
staff;

Process "specia” claims, including late billing, recipient retro-eligibility,
out-of-District emergency, and any other District-defined situation, in
accordance with District instructions;

Maintain the edit/audit disposition indicator on an error disposition filein
the Reference Data Maintenance function (This file shall also indicate
whether a particular edit can be forced or overridden.);

Make recommendations on any area in which the Contractor thinks
improvements can be made; and

Support all Edit/Audit Processing functions, files, and data elements
necessary to meet the requirements of this RFP.

Edit/Audit Processing Performance Requirements

The Contractor shall meet the following Performance Requirements:

1.
2.

Perform at least one (1) edit processing run weekly, and
Perform at least one (1) audit processing run weekly.

C.89 CLAIMSPRICING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
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C.891 District Responsibilities
District responsibilities are to:

1. Provide, on an ongoing basis, written approval of all accepted pricing
methodol ogies; and

2. Perform on-line entry of manual pricing of certain claims.

C.8.9.2 Claims Pricing Contractor Responsibilities
Contractor responsibilities are to:

1. Priceadl claimsin accordance with District of Columbia medical
assistance program policy, benefits, and limitations as defined by the
Digtrict;

2. Process Medicare coinsurance and deductible charges from providers on
hard-copy and electronic media;

3. Maintain a method to process for payment any specific clam(s), as
directed by the District, on an exception basis and maintain an audit trail;
and

4. Make recommendations on any area in which the Contractor thinks
improvements can be made.

C.8.9.3 Claims Pricing Performance Requirements

The performance expectation of the Contractor shall be to perform at least one (1) pricing
cycle weekly.

C.8.10 CLAIMSCORRECTION

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C.8.10.1 District Responsibilities
District responsibilities are to:

1. Specify error override and force policy and procedures for use by the
Contractor in claims correction,

2. Correct clams referred by the Contractor on-line.
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C.8.10.2 Claims Correction Contractor Responsibilities
Contractor responsibilities are to:
1. Operate and maintain an ontline claims correction function in the MMIS;
2. Refer claims to the District for correction according to policy;

3. Correct manually and systematically suspended claims from edit and
audit processing;

4. Override claim edits and audits in accordance with District guidelines;

. Monitor the use of override codes during the claims correction process to
identify potential abuse, based on District-defined guidelines;

6. Manually review claims which suspend for medical review, and refer
some claims to the District medical consultants, as needed; and

7. Make recommendations on any area in which the Contractor thinks
improvements can be made.

C.8.10.3 Claims Correction Performance Requirements
The Contractor shall provide the following Performance Requirements:

1. Correctly adjudicate all suspended claims, except those suspended for
medical review, within thirty (30) days of receipt by the Contractor; and

2. Correctly adjudicate claims suspended for medical review within thirty
(30) days from the completion of medical review.

C.8.11 CLAIMSOPERATIONSMANAGEMENT

The following subsections describe District responsibilities, Contractor responsibilities, and

performance Requirements for this function.

Cc.8111 District Responsibilities
District responsibilities are to:

1. Review and follow up on reported questionable claims from returned
EOMBS, and

2. Review al inventory management and other operational claims reports.

C.8.112 Claims Operations Management Contractor Responsibilities

Contractor responsibilitiesareto:

1. Produce and distribute recipient EOMBS,
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2. Screen returned EOMBSs for discrepancies and produce monthly reports
which identify the percentage of claims questioned, the number of claims
guestioned, and the dollar amount of the claims questioned;

3. Provide online inquiry access to active and permanent claims history
files and the status of suspended claims;

4. Maintain aclaim control and inventory system approved by the District;

5. Provide the District with micro media or hard-copy origina claims,
adjustments, attachments, non-claim transaction documents, and al EMC
billings for all transactions processed;

6. Providetraining to District staff in the use of the claims processing
system, initially and on an ongoing basis,

Produce all required claims operations reports and deliver to the District;

8. Provide claims payment data to the District for downloading to District
computers,

9. Make recommendations on any area in which the Contractor thinks
improvemerts can be made; and

10. Support al the Claims Operations Management functions, files, and data
elements necessary to meet the requirements of this RFP.

C.8.113 Claims Oper ations M anagement Perfor mance Requirements
The Contractor shall meet the following Performance Requirements:

1. Enter within one (1) day of receipt, District office requests for recipient
and provider history printouts;

2. Generate EOMBSs on a monthly basis and by noon of the fifth working
day after the end of the month; and

3. Produce claims inventory reports after each processing cycle.
C.8.12 FINANCIAL PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

c.8121 District Responsibilities
District responsibilities are to:

1. Establish financial processing and adjustment processing policies and
procedures,

2. Enter miscellaneous non-claim-specific financial transactions into the
MMIS,
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C.8.12.2

10.

11.

12.

13.

14.

15.

Define expenditure summarization categories for interface with the
statewide accounting system,

Review provider 1099 earnings reports and notify Contractor of any
discrepancies,

Review all other financia reports from Contractor, and
Monitor the allocation of District funds to appropriate agencies.

Financial Processing Contractor Responsibilities

Contractor responsibilitiesareto:

Produce and mail out remittance advice to providers,

Present al messages on the RA in a norttechnical language which is
understandable to providers,

Send check register and warrant file to the District Treasurer at the end of
each claims payment cycle;

Produce provider 1099 earnings reports annually;

Perform adjustments to original and adjusted claims and maintain records
of the previous processing;

Receive and sort incoming checks from the third-party payers, and
providers and direct to the District Treasurer;

Maintain a system of security and monitoring for the location and
disposition status of each incoming check;

Update claim history and on-line financial files with the check number,
date of payment, and amount paid after the claims payment cycle;

Produce all required Federal and District financial reports;

Monitor the status of each account receivable and report monthly to the
Didtrict in aggregate and/or individual accounts, both on paper and on
line;

Follow and monitor compliance with written procedures to meet District
and Federal guidelines for collecting outstanding accounts receivable;

Provide online access to financial information according to District
specifications,

Make recommendations on any area in which the Contractor thinks
improvements can be made;

Enter non-claim-specific financial transactions received and processed at
the Contractor location; and

Support all Financial Processing functions, files, and data elements
necessary to meet the requirements of this RFP.
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C.8.123 Financial Processing Performance Requirements
The Contractor shall provide the following Performance Requirements:
1. Perform payment processing at least weekly,

2. Forward all incoming checks to the District Treasurer within twenty- four
(24) hours of receipt,

3. Review and adjudicate 100 percent of provider-initiated requests for
adjustment within forty-five (45) days of receipt, and

4. Produce and mail out 1099 earnings reports no later than January 31 each
year.

C.8.13 THIRD PARTY LIABILITY (TPL) PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
C.8.131 District Responsibilities
District responsibilities are to:

1. Determine and direct implementation of District of Columbia medical
assistance TPL policies;

2. Collect and maintain initial third-party resource information from all
sources for al recipients;

3. Collect TPL information from the initial recipient enrollment process on
IMA;

4. Provide updates to the MMIS TPL system for newly enrolled recipients;
5. Verify TPL suspect information and follow up on file discrepancies,

6. Collect coverage information from recipients and insurance carriers and
maintain it in matrix form, by plan and service, for use by the Contractor
in cost avoiding claims;

7. Specify, with CMS approval, which coverage types are to be cost avoided
and which are to be paid and recovered, and change this specification
when appropriate;

8. Establish coverage type, dollar volumes, and time parameters applicable
to thresholds at which accumulated claims are to be recovered;

9. Adjust thresholds and time parameters based on the size of inventory and
availability of District staff;

10. Initiate post-payment recovery actions from carriers for claims paid to
providers who demonstrated good faith effort to collect from a known
third-party resource, but did not receive payment;
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11.

12.

13.

14.
15.

C.8.13.2

Investigate, on a post-payment basis, potential casualty/liability situations
and determine the need for follow up;

Update a TPL case-tracking record for each recipient and carrier for
whom recovery is sought, including those for whom retroactive TPL
coverage is identified;

Determine and initiate follow-up action on aged accounts receivable;
Pursue estate benefit recovery;

Request claim facsimiles, machine-scannable claims, and copies of
microform claims, as needed.

TPL Contractor Responsibilities

Contractor responsibilities are to:

1.
2.

Operate the TPL processing function of the District of Columbia MMIS;

Provide on+line update and inquiry accessto TPL carrier file, resource
file, case tracking file, and accounts receivable file for District staff;

Provide training to District personnel in the use of the TPL system on an
ongoing basis;

Maintain the TPL system documentation as specified;
Deliver all reports created by the TPL function according to District

| specifications;

10.

11.
12.

Produce claim facsimiles or machine-scannable forms to bill carriers for
claims paid when retroactive TPL has been identified and mail them out
with appropriate cover letter; also produce claim facsimiles or machine-
scannable forms at District's request;

Notify MAA of changes to recipient TPL coverage identified during
claim processing; perform follow up and verification of changes to
recipient TPL coverage identified during claims processing;

Produce inquiry letters and mail to recipients, providers, and carriersin
specified TPL situations;

Work out data exchange system with insurance carriers and governmental
agencies, and perform data exchanges;

Provide copies of microform claims to the District to assist in TPL
investigations;

Make recommendations for improvements to TPL processing; and

Support al TPL functions, files, and data el ements necessary to meet the
requirements of this RFP.
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C.8.133 TPL Performance Requirements
The Contractor shall provide the following Performance Requirements:

1. Provide copies of microform claims to the District within one (1) working
day of request,

Provide weekly updates to MAA of TPL information,

Update the TPL fileswith claim information in the same cycle as the
payment cycle, and

4. Generate claim facsmiles or machine-scannable forms within one (1)
week of request.

C.8.14 LONG TERM CARE (LTC) PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C.8141 District Responsibilities
District responsibilities are to:
1. Maintain recipient-specific data on the MMIS LTC data set,
2. Provide LTC facility rates to the Contractor, and
3. Maintain facility certification.

C.8.14.2 LTC Contractor Responsibilities
Contractor responsibilities are to:

1. Generate remittance advice or HIPAA X12N 835 standard format after a
pay cycleto LTC providers,

2. Enter changes to the claims as input to the claims processing system,
Produce all LTC reports according to District-specified criteria,

Make recommendations on any area in which the Contractor thinks
improvements can be made.

5. Maintain an on-line audit trail of all updates to long term care data.

C.8.14.3 L TC Performance Requirements
The Contractor shall support the Minimum Data Set (MDS).

C.8.14.4 The Contractor shall provide and maintain flexibility in coding structures by use of
parameter and table oriented driven techniques to enable rapid processing modifications
in order to support Medicaid program changes.
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C.8.14.5 The Contractor shall generate audit trail reports showing before and after image of
changed data, the ID of the person making the change, and the change date.

C.8.145 The Contractor shall at a minimum provide the following types of reports:

(8 Reportsto meet all federal and state reporting requirements; analysis of leave
days, by facility type and leave day type;

(b) Discrepancies between patient spend-down amounts on the claim and on the
recipient data set;

(c) Tracking of non-bed-hold discharge days,

(d) Re-certifications due within sixty (60) days;

(e) Faecility rosters of recipients with mentally impaired/mentally retarded
(MI/MR) indicators;

(f) Facility rostersfor all facilities that are at or over or nearing state defined
capacity thresholds for specified diagnosis codes;

(g) Hospital claims/bed-hold analysis/comparison;

(h) Patients identified with a date of death from claims,

() Reports generated by diagnosis;

() Non-payment by facility, for lack of prior authorization; and

(k) Paid days of care by month of service, by facility, by program, indicating days
of care covered by patient spend-down and other payers.

C.8.14.6 The Contractor shall provide or+line inquiry screens which minimally accommodate
the following:

a) Inquiry to current and historical recipient LTC data with access by
recipient ID and provider 1D; and

b) Inquiry to current and historical provider LTC data with access by
provider ID.

C.8.14.7 The Contractor shall provide the on+ line screens for the LTC Processing function to
support the processing of nursing facility and other LTC facility claims.

C.8.15 EPSDT PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C.8151 District Responsibilities
District responsibilities are to:

1. Inform and periodically re-inform eligible recipients of the availability of
EPSDT services and benefits through the eligibility (re)determination
process, according to 42 CFR, Part 441;

2. Determine and interpret al policy and administrative decisions regarding
EPSDT,;
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Through the District of Columbia Division of Human Services district
offices, offer family support services to eligible EPSDT recipients and
arrange for those services, when requested, to aid in case- management
activities;

Maintain EPSDT recipient data on the MMIS;

Track the provision of screening or support services for EPSDT eligibles
who request them;

Perform follow up of recipients who have requested services but for
whom there is no indication of service provided;

Provide the Contractor with the current periodicity schedule;

8. Monitor program effectiveness using reports produced by the Contractor;

10.

C.8.15.2

Identify all providers of care and specific services to maximize Federal
financial participation, and

Provide data necessary for the CMS 416 which is not a part of the
described MMIS.

EPSDT Contractor Responsibilities

Contractor responsibilities are to:

1.

Operate the EPSDT function of the MMIS, including the creation of an
EPSDT tracking file which includes notification, screening, referral and
treatment data for all EPSDT-€ligibles;

Make available to the District on-line update and inquiry capability for
access to the EPSDT files;

Generate and distribute periodic re-informing notices for all EPSDT
eligibles, as defined and scheduled by the Department of Health;

Document services provided and referrals made to meet Federal and
District EPSDT reporting requirements and provide the information
needed for EPSDT policy decisions,

Identify and report abnormalities found during screenings and referred for
treatment, from data submitted on claim forms and supplementary forms;

Identify and report (from paid claims) clients receiving treatment under
the EPSDT program;

Produce prog'am management reports containing recipient-level and
summary data relating to EPSDT services, referrals, and follow- up
treatment;

Provide training in the use of the EPSDT Subsystem to Division of
Human Services and other District personnel, initially and on an ongoing
basis,
Maintain EPSDT user manuals for Contractor and District personnel;
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10. Make recommendations on any area in which the Contractor thinks
improvements can be made; and

11. Support all EPSDT Subsystem functions, files, and data elements
necessary to meet the requirements in this RFP.

C.8.153 EPSDT Performance Requirements
The Contractor shall provide the following Performance Requirements:

1. Apply clams data (for example, screenings, follow-up treatments) to the
EPSDT tracking file in the same cycle as the screening and treatment
claims are adjudicated to afinal status,

2. Generate and mail out EPSDT notifications to newly eligible or reinstated
Apply new periodicity schedules to the EPSDT data-set within two (2)
working days of receipt from the District; and

3. Performinitial EPSDT notification informing within sixty (60) days of
eigibility determination.

C.8.16 QUALITY CONTROL/ASSURANCE

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
C.8.16.1 District Responsibilities

The District responsibility is to use the integrated test facility (ITF) to monitor activities
by setting up test providers and recipients, submitting test inputs, modifying test
reference files, and reviewing test outputs.

C.8.16.2 Quality Control/Assurance Contractor Responsibilities
Contractor responsibilities are to:

1. Monitor MMIS operations against the internal controls and correct
deficiencies when they are identified through internal control reviews;

2. Operate and maintain an integrated test facility (ITF), which simulates a
production environment and alows for unique identification of test
claims, test providers, and test recipients to maintain the integrity of the
test data;

3. Provide the Didtrict with ontline accessto the ITF and all test filesto
submit test data independently without notice to the Contractor;

4. Report on the impact of test cycles and compare those results to the actua
processing results;

5. Keep all test outputs separate from routine MMI S outputs and clearly
label all outputs as test outputs;
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C.8.16.3

C.8.164

Cc.8164.1

C.8.164.2

C.8.16.4.3

C.8.16.4.4

C.8.16.45

C.8.16.4.6

C.8.16.4.7

C.8.16.4.8

6. Support al ITF functions, files, and data elements necessary to meet the
requirements in this RFP;

7. Make recommendations for improvements when possible; and

8. Produce and review all control reports generated for each update and
processing cycle.

Quality Control/Assurance Perfor mance Requirements

The Contractor shall provide Performance Requirements to test outputs within the time
periods determined by the District.

SECURITY MANAGEMENT
The Contractor shall provide the function for the provision of automated support needed
to manage the security of the MMIS. The state will maintain the security tables that
control access to the MMIS, data, and system software, by user.
I nputs
The MMIS Security Management function shall accept the following inputs:

(& Additions and changes of user security profiles, and
(b) Log-ons to the MMI S requesting access.

Processing

The Contractor shall provide MMIS Security Management Processing function with
the following processing capabilities:

Provide and maintain flexibility in coding structures by use of parameter and table
oriented design techniques to enable rapid processing modifications in order to
support DC Medicaid health care program changes.

Provide for context-sensitive help on screens for easy, "point and click™ accessto
valid values and code definitions by screen field.

Provide for a single unique log-ons for each user of the MMIS.

Provide for user passwords that will expire on a staggered schedule and that can be
changed at any time by the appropriate District or Contractor management personnel.

Provide for restriction of application and/or function within application (inquiry only,
update capability) to specific log-ons.

Provide for on line audit trails of all updates of security management data.
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C.8.16.4.9

C.8.16.4.10

C.8.16.4.11

C.8.16.4.12

C.8.16.4.13

C.8.16.4.14

C.8.16.4.15

C.8.16.4.16

C.8.16.4.17

C.8.16.4.18

C.8.16.4.19

C.8.16.4.20

C.8.16.4.21

C.8.16.4.22

Provide for access control to all data and to the applications software employing a
security system to restrict access to varying hierarchical levels of data and function.

Provide the capability to establish multilevel security settings by either group(s) or
individual(s).

Provide for independent security access to any standalone component of the MMIS
that is not part of the "core” MMIS.

Provide on line screens for the maintenance of MMIS security management data,
minimally providing for the maintenance of unique user profiles and their unique log
on, password, and security profile.

Provide for the same hierarchical password protection, as well as a system inherent
mechanism for recording any change to a software module or subsystem.

Maintain access to data through user frierdly systems navigation technology and a
graphical user interface that allows users to move freely throughout the system using
pull down menus and "point and click" navigation without having to enter identifying
data multiple times.

Edit all data for presence, format, and consistency with other data in the update
transaction and on all security management processing and data related tabl es.

Maintain password control, in varying levels of security, of staff making changes to
security management data.

Provide processes and data to meet the minimum requirements of Part 11 of the
State Medicaid Manual.

Outputs

The MMIS Security Management function shall provide the following outputs and
support the following information needs.

All data shall be available for retrieval through the DSS/DW function.
All reports shall be made available in data format for export and import purposes and
through multiple media including paper, CD-ROM, eectronic file, imaging,

microform, diskette, and tape cartridge.

Generate audit trail reports showing before and after image of changed data, the ID of
the person making the change, and the change date.

The following types of reports shall minimally be available:

(&) Audit trails of system log-ons, and
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(b) Lists of users and their security profile.

C.8.16.4.23 Interfaces

There are no externa interfaces identified for the Security Management Function.

C.8.16.5 CUSTOMER SERVICE

One of District’ s main objectivesis to provide quality customer service to the
recipients, providers of services, and its stakeholders. The Contractor shall include the
tools to facilitate providing customer service as expeditiously and professionaly as
possible for both MAA customer service staff and MMIS Contractor staff fielding
claims status inquiries.

C.8.16.5 I nputs

The following are inputs to the MMIS Customer Service function:

a) telephone calls from recipients, providers, county offices,
representatives/legislators, advocacy groups, out of state entities s, potential
providers, health plans, and Medicare inquiring on information including:

S hkhwbdE

o N

0.

Why claims have not been paid,;

Claim status;

Denid reason;

Services clients are entitled to based on their eligibility;

Policy for clams;

Recipient eligibility and eligibility-related information about the
recipient, including TPL;

DOH medical assistance policy;

How to:

- Submit claims, and claim completion,

- Utilize the Eligibility Verification and Provider Inquiry System,
- Utilize POSPRO-DUR, and

- Use of other components of the MMIS;

How to seek prior authorization; and

10. Other questions and requests pertaining to DC Medicaid programs,

policies and operational procedures.

C.8.1651 Processing

The MMIS Customer Service function shall include the following capabilities:

C.8.16.5.2  Provide for context-sensitive help on screens for easy, "point and click” access to
valid values and code definitions by screen field.
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C.8.16.5.3

C.8.1654

C.8.16.55

C.8.16.5.6

C.8.16.5.7

C.8.16.5.8

Provide and maintain flexibility in coding structures by use of parameter and table
oriented design techniques to enable rapid processing modifications in order to
support DC Medicaid health care program changes.

Provide an automatic phone call attendant capability that provides a hierarchical
menu driven capability for directing calls to appropriate MMIS Contractor staff or
MAA gtaff - This system shall allow the caller to indicate the type of caller they are
(for example, provider, recipient, county office, others) and then select the nature of
the call which they are making (for example, claims status inquiry, questions
regarding fee- for-service, managed care, eligibility status, edit disposition, ID card,
referrals, authorizations, others). Based upon this information the phone call shall be
distributed to the appropriate state or Contractor staff.

Maintain an automated call tracking capability for al calls received. The system
should track information such as, time and date of call, identifying informationon
caller (provider, recipient, and others), call type, call category, inquiry description,
customer service clerk ID for each call, and response description.

Provide for unique identification of call records.

Provide for on line display, inquiry, and updating of call records with access by call
type, recipient number, provider number, inquirers name, recipient name, provider
name, or a combination of these data elements.

Provide for the automated population of call screens, based on what recipient and/or
provider the call isin reference to, with relevant recipient and provider information
including:
(&) Eligibility information (including dates) including:
(b) Date of hirth,
(c) Socia security number,
(d) Recipient 1D,
(e) Third party liability information,
(f) Long-term care information,
(9) Responsible party information, and
(h) Spend down information,
(i) Enrollment status and dates,
(1) Demographics including:
1. name,
2. address,
3. telephone number,
4. county of residence, and
(k) Managed care information including MCO name and
telephone number, and enrollment information.
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C.8.16.5.9

C.8.16.5.10

C.8.165.11

C.8.16.5.12

C.8.16.5.13

C.8.16.5.14

C.8.16.5.15

C.8.16.5.16

C.8.16.5.17

C.8.16.5.18

C.8.16.5.19

C.8.16.5.20

The Contractor shall provide the capability to easily navigate (at a point and click)
from call logging screens to other data relevant to providers and recipients within the
MMIS including claims history and €ligibility information.

The Contractor shall provide the capability to maintain free-form rotes to each call
record.

The Contractor shall provide the capability to refer or forward call records to other
MAA units for resolution.

The Contractor shall provide the capability to update and maintain call records with
basic call identifying information. This information shall include the caller, who the
call is about, customer service clerk ID, date of call, date of referral, unit being
referred to, nature of call, details of call, length of call, call resolution clerk 1D,
resolution date, resolution, and call status, with accumulation of daily totals per each
customer service clerk ID.

The Contractor shall provide for automated inquiry and response for claims status
information, using up to twelve (12) months of history, via a voice response
component of the Eligibility Verification and Provider Inquiry System and for the
request and receipt of, remittance advices and paid claims history, and claim status
information available through the Internet.

The Contractor shall provide for ont line updateable templates of letters to providers,
recipients, and others, providing call resolution information.

The Contractor shall automatically generate letters to providers, recipients, and
others.

The Contractor shall provide the ability to automatically fax-back to callers with
attachments containing requested information such as claims histories, copies of
pertinent policy or rules, and MAA provider letters.

The Contractor shall Maintain access to data through user friendly systems
navigation technology and a graphical user interface that allows users to move freely
throughout the system using pull down menus and "point and click™ navigation
without having to enter identifying data multiple times.

The Contractor shall Maintain an on line audit trail of all updates to customer service
data

The Contractor shall edit all data for presence, format, and consistency with other

data in the update transaction and on all customer service processing and data related
tables.

The Contractor shall maintain password control, in varying levels of security, of staff
making changes to customer service data.
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C.8.16.5.21 The Contractor shall provide ot line, updateable letter templates for recipients,
providers or submitter/biller |etters with the ability to add free form text specific to a
recipient, provider or submitter/biller.

C.8.16.5.22 The Contractor shall provide processes and data to meet the minimum requirements
of Part 11 of the State Medicaid Manual .

C.8.16.5.23 Outputs

The MMIS Customer Service shall provide the following outputs and support the
following information needs:

C.8.16.5.24 All datashall be available for retrieval through the DSS/DW function.

C.8.16.5.25 The Contractor shall provide all reports in data format for export and import purposes
and through multiple media including paper, CD-ROM, eectronic file, imaging,
microform, diskette, and tape cartridge.

C.8.16.5.26 The Contractor shall generate audit trail reports showing before and after image of
changed data, the ID of the person making the change, and the change date.

C.8.16.5.27 Thefollowing types of reports shall be minimally be available:

(a) Weekly Activity Reports (ACD Traffic), to include:
incoming calls received,
incoming calls answered,
after hours calls,
cumulative calls answered,
total calls abandoned,
abandoned/lost rate percent,
agent hours logged on,
average calls (inbound) per FTE,
average calls (inbound) per hour,
average wait time/minute (ASA),
average hold time in queue,
average talk time (minutes),
agent active/available percent,
total outbound calls, and
routed to non ACD number,

(c) Weekly Calls Abandoned, the number of calls abandoned sorted by number of
seconds of the length of the call;

(d) Weekly Answered Call Profile Report, the number of calls answered sorted by
number of seconds of the length of the call;

(e) Top 25 Users Wesekly;
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C.8.16.5.28

C.8.16.6

C.8.16.6.1

C.8.16.6.2

(f) Customer Service Call Center To-Date Statistics:
Monthly Reports, displaying weekly totals of caller types including provider,
recipients, county offices, others, regarding specific categories including fee-
for service, managed care,
Customer Service Provider Callg/Recipient Calls by Hour (Busy Hour Report)
Monthly to include calls received during business hours including average
calls by day of week report, and
Quarterly — Activity Reports;

(g) Lettersto recipients and providers;

(h) Call referrals to other units; and

(i) Fax-back of information to recipients and providers.

I nterfaces

The MMIS Customer Service function shall accommodate an external interface with
the District’ s telephone system.

INTERNET

The Contractor shall provide the capability and infrastructure to facilitate the
authorized access to information through the use of the Internet. The Contractor
developed web site shall have the "look and feel” of the current MAA site including
MAA page layout, menu and formatting standards, and shall meet draft MAA
security, confidentiality and privacy requirements and HIPAA and other federal
security, confidentiality and privacy requirements.

I nputs

The Contractor shall provide the capability via the secured MMIS Internet web site to
enter:

(& Claims data, including status, payment, and history;

(b) Prior authorization data;

(c) Reference data;

(d) Recipient data;

() Managed care recipient rosters;

() Managed care recipient assignments form MCOs,

(9) Provider information including training programs and publications;

(h) Remittance advices for fee-for-service, capitation and encounter

processing activity;
(i) Eligibility verifications; and
() Medical assistance administrative data.

Processing
The Internet function shall include the following capabilities:
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C.8.16.6.3

C.8.16.6.4

C.8.16.6.5

C.8.16.6.6

C.8.16.6.7

C.8.16.6.8

C.8.16.6.9

C.8.16.6.10

The MMIS Contractor shall provide a secure web site for access by authorized
providers and MAA approved entities.

The secure web site shall meet the MAA “look and feel” specifications following the
DC website requirements.

The secure web site shall include;

(@ instructions on how to use the secure site,
(b) asite map, and
(¢) contact information

The secure web site shall comply with all HIPAA transactions and provide for
claims-related Internet functionality including:

(&) Electronic claims and encounter data submission,

(b) Claims and encounter data capture with limited edits,

(©) Inquiry to edit disposition information,

(d) Claims processing status,

(e) Remittance advice for active providers for the last ten (10) cycles,

(f) Prior authorization requests and responses (approval/denialS/requests
for additional information),

(g) Help capahility.

The secure web site must provide for recipient-related Internet functionality including
completing and submitting, but not processing, short- form, two page, recipient
applications for eligibility.

The secure web site shall provide for recipient eligibility verificationrelated Internet
functionality including:

(@ Interactive provider eigibility verification inquiry and response, and
(b) Receipt of provider requests for, and distribution of, historical listings of
eligibility verification inquiries made and the responses given.

The Contractor shall provide links from its MMIS web site to other state and federal
web sites, including:

(& The MAA site,
(b) District of Columbia Home Page, and
(¢ TheCMSsite.

The secure web site shall provide for Provider-related Internet functionality
including:

(&) Provider publications and billing manuals,
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C.8.16.6.11

C.8.16.6.12

C.8.16.6.13

C.8.16.6.14

C.8.16.6.15

C.8.16.6.16

C.8.16.6.17

C.8.16.6.18

C.8.16.6.19

C.8.16.6.20

C.8.16.6.21

C.8.16.6.22

C.8.16.6.23

C.8.16.6.24

(b) Managed Care interfaces for viewing and updating recipient rosters,
(c) Claims history distribution to requesting providers,
(d) Managed care interfaces with MCO submittal of recipient PCP
sel ections/assignments, and
(e) Provider training.

The Contractor shall provide and maintain flexibility in coding structures by use of
parameter and table oriented design techniques to enable rapid processing
modifications in order to support DC Medicaid health care program changes.

The Contractor shall maintain access to data through user friendly systems navigation
technology and a graphical user interface that allows users to move freely throughout
the system using pull down menus and "point and click" navigation without having to
enter identifying data multiple times.

The Contractor shall provide for context-sensitive help on screens for easy, "point and
click" access to valid values and code definitions by screen field.

The Contractor shall maintain an on line audit trail of al updates to Internet data.
The Contractor shall edit all data for presence, format, and consistency with other
data in the update transaction and on all Internet processing and data related tables.
Maintain password control, in varying levels of security, of staff making changes to
managed care data.

The Contractor shall provide processes and data to meet the minimum requirements
of Part 11 of the State Medicaid Manual .

Outputs

The MMIS Internet shall provide the following outputs and support the following
information needs:

All data shall be available for retrieval through the DSS/DW function.
All reports shall be made available in data format for export and import purposes and
through multiple media including paper, CD-ROM, €electronic file, imaging,

microform, diskette, and tape cartridge.

Generate audit trail reports showing before and after image of changed data, the ID of
the person making the change, and the change date.

Claims data, including status, payment, and history.
Prior authorization data.

Managed care recipient rosters.
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C.8.16.6.25 Provider training and publication information.
C.8.16.6.26 Recipient data.

C.8.16.6.27 Remittance advices for fee- for-service, capitation and encounter claims processing
activity.

C.8.16.6.28 Medica assistance administrative data.
C.8.16.6.29 Interfaces
The interfaces to the Internet site include:

(& MMIStables and data;

(b) State approved hyperlinks;
(c) Providers; and

(d) MAA and other district staff.

C.8.17 MANAGEMENT AND ADMINISTRATIVE REPORTING (MARYS)

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

cs81l71 District Responsibilities
District responsibilitiesareto:

1. Define required MARS reports, including the content, format, frequency,
and media for the reports,

2. Initiate or approve report changes, additions, deletions, and other
maintenance to the Management Reporting function;

3. Approve in writing the content, format, and documentation of all new
reports,

4. Define Digtrict and Federal categories of service, digibility categories,
provider type and speciaty codes, district codes, town codes, accounting
codes, funding source codes, and other codes necessary for producing the
reports;

5. Monitor production of all reports and review reports produced to assure
compliance with RFP and contract requirements

Review balancing reports to ensure internal and external report integrity;

Respond to all requests from other parties for data on the medical
assistance programs that require the use of MARS reports;
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8.

C.8.17.2

Provide the Contractor with information necessary to complete the
administrative portion of the CMS-64 Quarterly Statement of
Expenditures; and

Provide the Contractor with any data required for complete financial
reporting which is not generated or maintained by the systems operated
by the Contractor.

MARS Contract Responsibilities

Contractor responsibilities are to:

1.

10.

11.

Operate and maintain the Management and Administrative Reporting
function of the MMIS according to Federal MMI S certificaion
requirements, the CM S District Medicaid Manuas, CMS Systems
Performance Review, and all District requirements;

Produce all MARS reports and other outputs within the time frames and
according to the format, input parameters, content, frequency, media, and
number of copies specified by the District;

Generate all reports to be sent to CMS in the media required;

Ddliver reports on a variety of media, including hard copy, micro media,
tape, or diskette as specified by MAA;

Modify the reports to meet the changing information needs of the District
of Columbia Medical Assistance program and ensure compliance with
changes in Federal, District, or Department regulation, procedures, or
policies,

Provide and maintain complete documentation for MARS which defines
the purpose of each report, specifically describes the definition of each
reporting category, and data elements contained therein, their sources, the
frequency of the report, and the report distribution and media; include a
master matrix of data elements indicating which reports contain that data
element;

Balance MARS report data to comparable data from other MARS reports
to ensure interna validity and to non MARS reports to ensure external
validity, and provide an audit trail; deliver the balancing report to the
Didtrict with each MARS production run;

Provide the District with a user manual for al reports to ensure
understanding of the report content, and include instructions for balancing
the reports;

Respond to District requests for information concerning the reports;

Produce, submit, and correct, if necessary, MEDSTAT tapes for CMS,
according to CMS time frames;

Provide training in the use of the MARS function to District personnel on
an ongoing basis;
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12. Ensure the accuracy of all reports before delivery to the District;

13. Provide uniform cut-off points for every report to ensure the consistency
of al reports,

14. Make recommendations on any area in which the Contractor thinks
improvements can be made;

15. Support all reporting functions, files, and data elements necessary to meet
the requirements in this RFP; and

16. Deliver to the Didtrict a hard copy and diskette copy of monthly CMS
2082 reports.

C.8.17.3 MARS Performance Requirements
The Contractor shall provide the following Performance Requirements:
1. Process MARS file updates at least monthly,

2. Respond to District requests for information about the reports with a
resolution no later than three (3) workdays after the request, and

3. Save final output files for at least six (6) months.

C.8.18 SURVEILLANCE AND UTILIZATION REVIEW (SUR)

The following subsections describe District responsibilities, Contractor responsibilities, and

performance Requirements for this function.

c.8181 District Responsibilities
District responsibilities are to:

1. Establish policy and make or delegate all administrative decisions
concerning the operation of, and any changes to, the SUR reporting
function;

2. Approve or request modification of the Contractor's SUR reporting
system training plan;

3. Approve or request modification of the SUR reporting User Manual;

4. Update the SUR management control file and the parameters for the
reports,

Define criteriafor extraction of claim data for utilization reports;

6. Anayze reports and follow through with manual reviews and field audits,
when necessary;

7. Perform detailed analysis of recipient and provider profiles referred by
Contractor staff;

8. Investigate fraud-related cases and propose corrective action;
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C.8.18.2

10.
11.

12.

13.

14.
15.

Determine modification of reports to meet District and Federal
regquirements, as necessary;

Monitor the Contractor's operation of the SUR reporting system,;

Determine the appropriate action for questionable provider practices and
recipient utilization referred by the Contractor, and initiate an update to
the provider and/or recipient data sets for those providers and recipients
placed on lock-in, prepayment review, or other restrictions,

Refer recipients to appropriate utilization programs for restriction and/or
monitoring, within the constraints of current legidation;

Monitor restricted recipients and providers, and determine when to
remove restrictions;

Monitor managed care recipients; and

Submit claim detail requests and requests for provider and recipient
profiles.

SUR Contractor Responsibilities

Contractor responsibilities are to:

1.

Maintain and operate a SUR system to meet the most recent Federal
requirements;

Perform initial analysis of SUR exception profiles;
Identify recipients for lock-in, and make recommendations to the District;

Identify providers to be placed on review, and make recommendations to

the Didtrict;

10.

11

12.

Train Didtrict staff on the use of the SUR reporting system, initially and
on an ongoing basis,

Produce and maintain a SUR reporting User Manual on the use and
purpose of this function;

Develop a weighting and ranking method, subject to Department
approval, to set priorities for reviewing utilization review exceptions;

Receive weekly claim detail requests from the District;

Produce claim detail reports, and provider and recipient profiles, as
requested by the District;

Furnish routine SUR management reports to the District in hard copy and
micro media;

. Advise the District of any changes needed in the SUR function to

correspond to changes made to other MMIS functions;

Make recommendations on any area where the Contractor thinks
improvements can be made;
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13. Support all SUR functions, files, and data elements necessary to meet the
requirements in this RFP; and

14. Propose changes to report contents based on reviews.

C.8.183 SUR Performance Requirements
The Contractor shall provide the following Performance Requirements:
1. Apply al file updates within the time constraints specified in the CMS,
2. Savefina output files for at least six (6) months,

3. Dédliver claim detail reports within two (2) work days of receipt of the
request, and

Meet CMS certification review requirements for SURS.

»

C.8.19 HOME AND COMMUNITY BASED CARE (HCBC) PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.
C.8.19.1 District Responsibilities
District responsibilities are to:

1. Determine recipient digibility for HCBC, and transmit special eligibility
authorizationsto IMA;

Determine policy and prices associated with special HCBC services,

3. Transmit on-line updates to MMIS reference date to support HCBC
processing; and

4. Receive and review MMIS generated reports related to HCBC services,
providers or recipients.

C.8.19.2 HCBC Contractor Responsibilities
Contractor responsibilities are to:
1. Implement all RFP required functions related to HCBC processing;

2. Produce al RFP required reports and retrieve al data necessary to
support the HCBC processing function;

3. Anayze and support the requirements related to the Developmentally
Disabled and Mentally 11l waiver programs, including downloading of
claims data to District PC networks, and report generation; and

4. Provide technical assistance, as needed, to MAA users, including
development of report specifications, research on problems, review of
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C.8.19.3

production output, and analysis and manipulation of downloaded claim
data

HCBC Performance Requirements

The Contractor shall provide claims datato MAA within three (3) days of the last
payment cycle in a month.

C.8.20 CLINICAL LABORATORY IMPROVEMENT ACT (CLIA) SUPPORT

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C.8.20.1

C.8.20.2

C.8.20.3

District Responsibilities

District responsibilities are to:

1.

Review and interpret federal CLIA requirements, and inform the
Contractor of steps that must be taken to implement requirements through
the MMIS; and

Transmit provider and reference data needed to implement CLIA to the
Contractor ortline or in batch as appropriate.

CLIA Contractor Responsibilities

Contractor responsibilities are to:

1.

Implement all MMIS supported, CLIA functional requirements as
requested by the District; and

Receive and maintain provider and reference data used to support MMIS
processing of laboratory claims in accordance with CLIA requirements.

CLIA Performance Requirements

The Contractor shall apply al providers and reference file updates within the time
congtraints specified in the CMS CLIA guidelines.

C.8.21 DRUG REBATE PROCESSING

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

C8211

District Responsibilities

District responsibilities are to:

187



Medicaid Management Information System
RFP No. POTO-2006-R-0077

1. Interface with CM S on policy and procedural issues related to drug rebate
processing,

Review all drug rebate reports from Cortractor, and
Monitor the rebate collection and dispute resolution processes.

C.8.21.2 Drug Rebate Processing Contractor Responsibilities
Contractor responsibilities are to:
1. Update manufacturer information,

Produce invoices,

Maintain accounts receivable system,

Implement and staff a dispute resolution process, and

a A~ w DN

Employ at least one pharmacist consultant to support activities related to
drug rebate processing.

C.8.21.3 Drug Rebate Processing Perfor mance Requirements
The Contractor shall provide the following Performance Requirements:
1. Comply with federa timeliness requirements in producing invoices, and

2. Provide the District with at least weekly or on request reports related to
the status of rebate accounts receivable.

C.8.22 DRUG UTILIZATION REVIEW (DUR)

The following subsections describe District responsibilities, Contractor responsibilities, and
performance Requirements for this function.

c.8.221 District Responsibilities
District responsibilities are to:

1. Determine composition of, establish, and arrange for appointments to the
DUR Board;

2. Review and approve or modify Contractor developed review standards
and criteria for disease categories and therapeutic classes which will flag
individual recipients and providers for exceptional drug utilization
patterns; and

3. Follow up with recipients and providers who have been found by the
Contractor to exhibit verified drug use or prescribing aberrance’ s.

C.8.22.2 DUR Contractor Responsibilities

Contractor responsibilities are to:
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1. Operate retrospective components of the Drug Utilization Review
function of the MMIS;

2. Develop draft review standards and criteria which can be used to flag
individual recipients and providers for exceptional drug utilization
patterns;

3. Present draft standards and criteria to the DUR Board for review and
make any modifications requested by the Board;

4. Providetraining to District, Contractor staff, or providers on application
of DUR methodologies,

5. Perform first level review of al problems identified by retrospective
DUR, referring to the District only those cases where aberrance’ s have
been substantiated;

Provide the District with al required reports from the DUR system;
Provide all other required DUR outputs; and

8. Make recommendations on any area in which the Contractor thinks
improvements can be made.

C.8.22.3 DUR Performance Requirements

C.9

Col1l

The Contractor shall provide the following Performance Requirements:

1. Deliver al DUR reports within the time frame specified by the District,
and

2. Review literature on DUR and report to the DUR Board and the District
on aregular basis.

MODIFICATION TASK

The Contractor shall be responsible for maintaining and modifying the District of Columbia
MMIS throughout the term of the contract. This section of the Statement of Work describes
how future changes to the system will be categorized, the minimum staffing requirements,
the milestones that must be met within task activities, and how District and Contractor
responsibilities are split.

In addition, the Contractor shall update and maintain all MMIS functions according to the
CMS Didtrict Medicaid Manual; all Federal mandates; and all District requirements, statutes,
and regulations.

OVERVIEW

The Contractor shall perform software maintenance and modifications for the component
parts of the MMIS &fter its implementation, as requested by the District. Some major
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program initiatives may require a prior-approved Advance Planning Document when
additional resources are required. It isthe District's expectation that all maintenance and
most modifications will be met at no additional cost for machine time, person time, and
documentation support.

Ongoing changes, corrections, or enhancements to the system will be characterized as either
maintenance-related or as a modification effort. Maintenance may result from a
determination by the District or by the Contractor that a deficiency exists within the
operational MMIS, including deficiencies found after implementation of modifications
incorporated into the operational MMIS, or that continued efficiency can be maintained or
achieved through the proposed activity. In genera, the various types of maintenance support
can include:

1. Activities necessary to provide for continuous effective and efficient
operation of the system to keep it ready and fit to perform at the stardard and
condition for which it was approved;

2. Activities necessary to modify the system to meet the requirements detailed
in this RFP,

3. Activities necessary to ensure that all data, files, and programs are current
and that errors are reduced;

4. Activities necessary to meet CMS certification requirements which exist at
the time of contract award and ongoing standards changes;

File maintenance activities for updates to al files;

6. Changesto JCL or system parameters concerning the frequency, number, and
media of reports;

7. Changes to edit disposition parameters for established edit or audit criteria;
and

8. Addition of new values and changes to existing system tables and conversion
of prior records, as necessary.

Software modifications may result when the District or the Contractor determines that an
additional requirement needs to be met or that a modification to existing file structures or
current processing is needed. Examples of modification tasks include:

1. Implementation of capabilities not specified in this RFP or agreed to during
design and development;

2. Implementation of edits and audits not defined in the operational system
accepted by the District;

3. Changes to established report, screen, or tape formats, such as sort sequence,
new data elements, or report items; and

4. Acceptance of a new input form.

System modification activities will be managed by the Distict through a Customer Service
Request (CSR) process.
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C92

C.93

SYSTEM MODIFICATION TEAM STAFFING REQUIREMENTS

At a minimum, full-time support for system modifications shall be provided on-site in the
District of Columbia by:

1. A Maodification Task Manager,
2. Two (2) systems anaysts, and
3. Areporting specialist.

The minimum qualifications for the Modification Task Manager are specified in Subsection
C.4.4. Thetwo (2) systems analysts shall each have a minimum of two (2) years of
experience in MMIS development or ongoing maintenance and modification. The reporting
specialist must have a minimum of two (2) years of experience in a combination of ad-hoc,
data base, and report writer software, such as Easytrieve, Dyl-280, and DB2; personal
computer-based software, such as DBASEIV, Quattro Pro, and Lotus; and statistical anaysis
packages, such as SPSS and SAS.

The Modification Task Manager shall serve as the primary liaison between the Modification
Team resources and the District for all system changes. The reporting specialist must be
responsible for supporting the needs of the District with respect to the Ad Hoc reporting
function, but need not be dedicated full time to this assignment. The reporting specialist
shall be resident at the District's facility in District, District of Columbia.

The Contractor shall also provide the equivalent of two (2) full-time programmer/analysts on
an ongoing basis for modification support. This support can be provided off-site, and, if so,
the District will have access to four thousand (4,000) hours of available time each contract
year. The District determines when these modification hours are to be used and must
approve al hours. See SubsectionH.25 for additional requirements.

The Contractor shall provide sufficient staff to perform all normal systems maintenance
responsibilities. These individuals are separate and distinct from those defined above for
maodification support. They may be located on-site or off-site.

MODIFICATION TASK ACTIVITIESAND MILESTONES

System modification activities will be required through a written customer service request
(CSR) completed by the District. The Contractor must respond, in writing, to District-
initiated change requests within five (5) working days of receipt. The response shall consist
of an acknowledgement of the request, its priority, and a preliminary assessment of the effort
required to complete the change. Within fifteen (15) working days of receipt of a
modification request, the modifications staff shall submit a Requirements Anaysis and
Specifications document. This document shall identify problem definition, problem solution,
and the level of effort required to code, test, implement, and update documentation related to
the requested change(s). The District will then approve or revise the request, assign a
priority to it, and establish an expected completion date.
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c9o4

Weekly and monthly status meetings shall be held between the District and Contractor-
designated system modification/maintenance staff at the District premises, unless the District
elects to meet at the Contractor's facility. The weekly meeting will allow the Contractor to
report progress against schedules and any recessary schedule revisions, and shall alow for
discussion of specific details where necessary. When appropriate, the deliverables presented
during the week may be discussed. The monthly meetings for managerial staff shall be
documented, in writing, by the Contractor and shall be conducted so as to provide a synopsis
of the highlights of the month's weekly mestings.

All completed work requests shall be retained for documentation and analytical purposes.

In addition to reporting on each completed work request, the monthly report shall include a
summary log that lists all outstanding requests and the estimated staff hours to complete
them, by status and priority, for work activity.

DISTRICT RESPONSIBILITIES

Where maintenance activity has been determined or a modification is required:

1. Prepare and submit to the Contractor awritten change request (CSR) when a
modification is required;

2. Receive and review notices of maintenance support or proposed work
requests from Contractor;

3. Review and approve corrective action plan for maintenance support;

4. Determine priority for Contractor completion of work requests and return
approved requests with priority assigned;

5. Assist the Contractor in conducting a detailed requirements analysis on any
major changes as required;

Review and approve the Requirements Specifications Document;
Review and approve the detailed design for changes, when one is required;

Monitor Contractor work request activities;

© © N o

Review and approve required test plans, including testing responsibilities;
10. Assist in development of test data;

11. Review and approve required test results;

12. Review and approve updates to system documentation;

13. Review and approve updates to user and provider manuals and operations
procedures (if required);

14. Approve implementation of modification; and
15. Provide technical signoff that modification is approved.
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C.95 MODIFICATION TASK CONTRACTOR RESPONSIBILITIES
Where maintenance support is required:

1. Receivethe notification of discrepancy on awork request from the District;

2. Inform the District when a system deficiency is identified, within twenty-four
(24) hours of discovery;

3. Enter the work request (CSR) identifying the maintenance support into a
tracking system;

Present the District with a corrective action plan for approval;
Receive an approved work request from the District;

Take corrective action;

N o g &

Submit test plan, including testing responsibilities, when required by the
District;

8. Conduct systems test;

9. Submit test results to the District;

10. Submit updates to systems documentation;

11. Submit updates to user and provider manuals and operations procedures (if
required);

12. Implement correction upon District approval; and

13. Prepare and distribute final form of manuals and system documentation
within one week of technical sign off.

Where modification support is requested:

1. Receive change request (CSR) from the District;

Submit a work request for Contractor-proposed changes,
Conduct detailed requirements analysis for mgor changes,

Submit requirements analysis and specifications to District for approval,

a b~ WD

Prepare an estimate of staff effort and schedule, including impact on other
projects and priorities;

6. For minor changes, prepare a description of the required modifications;

7. For mgjor changes, develop detailed design documentation, including inputs,
outputs, flow charts, file/database changes, program narrative and logic,
program flow charts, test plan, and user documentation, when required by
DOH;

8. Prepare and submit atest plan for approval, when required by MAA;
9. Code programs/modifications;
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10. Perform systems test;
11. Submit test results to Didtrict;
12. Submit updates to systems documentation;

13. Submit updates to user and provider manuals and operating procedures (if
required);

14. Implement modifications upon District approval; and

15. Prepare and distribute final form manuals and MMI S system documentation
within one week of technical signoff.

If the Contractor and the District agree that the change request cannot be accomplished with
the available staff and hours (inclusive of the four thousand [4,000] hours available for
modification support), the Contractor shall respond with a detailed proposal, within ten (10)
days, containing:

1. A statement of the scope of the change request in relation to subsystems,
functions, features, and capabilities to be changed;
2. A breakdown of the work effort by milestone;

3. A breakdown of the work effort by hour within each job classification
required;

4. A rate per hour for each job classification required with atotal proposed
amount;

5. Animplementation schedule for the change request and, if appropriate,
revised schedules for all other concurrently approved projects or change
requests affected by the current change request; and

6. A judtification for the additional staff, rates, and schedules.

The District will review the proposal and, if approved, prepare a contract modification as
stated in SectionH.26.

A change request is deemed successfully completed when:
1. It has been cancelled by the COTR in writing; or

2. The Contractor has received atechnical sign off initially signed by an
authorized District representative(s) and co-signed by the COTR;

3. The maintenance activity or modification has been successfully tested and
approved by the COTR or has run in production for thirty (30) calendar days
or through a compl ete production cycle; and

4. All documentation has been drafted, approved by the District, and produced
and distributed in final form.
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C.10 TURNOVER TASK

Prior to the conclusion of the contract, the Contractor shall provide, at no extra charge,
assistance computer facilities, systems, and communications facilities in turning over the
enhanced MMIS to the District or its agent.

C.10.1 DISTRICT RESPONSIBILITIES

District responsibilities are to:

1. Review and approve a Turnover plan to facilitate transfer of the District of
Columbia MMIS to the District or its designated agent;

2. Review and approve a statement of staffing and hardware resources which
would be required to take over operation of the District of Columbia MMIS;

3. Request Turnover services be initiated by the Contractor;

. Make Didtrict staff or designated Contractor staff available to be trained in
the operation of the MMIS;

5. Coordinate the transfer of MMI S software and files;

6. Coordinate the termination or assumption of leases of MMIS hardware and
software;

7. Review and approve a Turnover Results Report that documents completion
of each step of the Turnover Plan; and

8. Obtain post-Turnover support from the Contractor at no extra charge for
ninety (90) days following contract termination, if required.

C.10.2 TURNOVER TASK CONTRACTOR RESPONSIBILITIES

The Contractor shall be responsible for Turnover activities described in the following
subsections.

C.10.2.1 Develop a MMIS Turnover Plan

Before the start of the last year of the contract period, or at such time as the District may

designate, the Contractor shall provide, at no additional cost, a Turnover Plan to the
District. The plan shall include:

1. Proposed approach to Turnover,

2. Tasks and subtasks for Turnover,
3. Schedule for Turnover, and
4

Production program and documentation update procedures during
Turnover.
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C.10.2.2

Develop a MM S Requirements Statement

Prior to the start of the last year of the contract period, or at such time as the District may
designate, the Contractor shall furnish to the District, at no extra charge, a statement of

the resources that would be required by the District or another Contractor to take over

operation of the MMIS:

1. The statement must include an estimate of the number, type, and salary of

personnel required to operate the equipment and perform the other
functions of the District of ColumbiaMMIS. The statement shall be
separated by type of activity of the personnel, including, but not limited
to, the following categories:

a)
b)
<)
d)
€)
f)
o)
h)
i)
)

Data processing staff;

Computer operators;

Systems analysts;

Systems programmers,

Programmer analysts;

Data entry operators;

Administrative staff;

Clerks,

Managers;

Medical personnel (nurses, MDs, pharmacists, and so forth);

2. The statement shall include al facilities and any other resources required
to operate the District of Columbia MMIS, including, but not limited to:

a)
b)
c)
d)
€)

f)

3. The statement of resource requirements shall be based on the Contractor's

Data processing equipment,
System and special software,
Other equipment,
Telecommunications networks,
Office space,

Other; and

experience in the operation of the MMIS ard shall include actual
Contractor resources devoted to the operation of the system.

C.10.2.3

Provide Turnover Service

As requested by the Didtrict, at such time as the District may designate, or approximately

six (6) months prior to the end of the contract period, the Contractor shall transfer all

current source program code listings to the District.
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As requested, at such time as the District may designate, or approximately six (6) months
prior to the end of the contract period, the Contractor shall transfer to the District or its
agent, as needed, a copy of the enhanced MMIS, including:

1. All necessary data and reference files on magnetic cartridge;
All production computer programs on magnetic cartridge;
JCL on magnetic cartridge;

Data entry software;

a A~ w DN

All other documentation, including, but not limited to, user, provider, and
operation manuals needed to operate and maintain the system on PC-
compatible diskettes, using District-approved software;

6. Procedures for updating computer programs, JCL, and other
documentation;

7. All archived JCL sysout to include, at a minimum, job control statements
executed, condition codes, system messages, start and stop dates and
times, CPU time used, clock time used, and final file dispositions for each
job step on magnetic cartridge, in aformat specified by the District;

8. All operations logs, process summaries, and balancing documents
completed during the contract;

9. All job scheduling software and reports used by operations;

10. Hardware configuration diagram showing the relationship between all
data processing and communication equipment necessary to operate the
MMIS, including, but not limited to, local area networks, EMC support
networks, control units, remote job entry devices, storage devices,
printers, control units, and data entry devices; and

11. All system macros (such as panels, skeletal JCL, and CLISTs devel oped
in TSO/ISPF) used for job scheduling, data entry or system modification
functions.

As requested, or approximately five (5) months prior to the end of the contract or any
extension thereof, the Contractor shall begin training the staff of the District or its
designated agent in the operation of the MMIS. Such training shall be completed at |east

two (2) months prior to the end of the contract or any extension thereof. Such training
shall include:

1. Claims processing data entry;
Computer operations, including cycle monitoring procedures,
Controls and balancing procedures,

Exception claims processing; and

o > w DN

Other manual procedures.

As requested, or approximately four (4) months prior to the end of the contract or any
extension thereof, the Contractor shall provide updates to replacements for all data and
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reference files, computer programs, JCL, and all other documentation as shall be required
by the Didtrict or its agent to run acceptance tests.

At the option of the Digtrict, the Contractor shall arrange for the removal of MMIS
hardware and software.

At a Turnover date to be determined by DOH, the Contractor shall provide to the District
or its agent all updated computer programs, data and reference files, JCL, and all other
documentation and records as shall be required by the District or its agent to operate the
District of Columbia MMIS.

Following Turnover of operations, the Contractor shall provide the District with a
Turnover Results Report that will document completion and results of each step of the
Turnover Plan.

C.10.24 Update MMIS Turnover Plan

Upon District request or at least six (6) months prior to the end of the base contract, the
Contractor shall provide an updated MMIS Turnover Plan and MMIS Requirements
Statement.

C.10.25 Provide Post-Turnover Services

In order to provide post-Turnover support, the Contractor shall provide, at no charge to
the District, the services of an on-site systems analyst who has worked on the Didtrict of
ColumbiaMMIS at least one (1) year. Thisindividua shall be required to be ontsite for
the ninety (90) days following contract termination. The individual proposed by the
Contractor must be approved by the District. The District will provide working space
and will assign work to be done on afull-time basis to support post- Turnover activity.

The Contractor shall also be responsible for, and shall correct, at no cost, any
malfunctions which existed in the system prior to Turnover or whichwere caused by lack
of support at Turnover, as may be determined by the District.

C.10.3 MILESTONES

The milestones for this task are:

1. District approval of Turnover Plan,

District approval of MMIS Requirements Statement,
Didtrict request for Turnover services,

Completion of Turnover training, and

a s~ w DN

Completion of Turnover.
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C.10.4 DELIVERABLES

The deliverables for this task are:

1. Turnover Plan,

2. MMIS Requirements Statement,

3. MMIS software, files, and operations documentation, and
4. Turnover Results Report
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SECTION D: PACKAGING AND MARKING

This section is not applicable to this solicitation.
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SECTION E: INSPECTION AND ACCEPTANCE

This section is not applicable to this solicitation.
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SECTION F: DELIVERIES OR PERFORMANCE

F1 TERM OF CONTRACT

The term of the contract shall be for a period of seven (7) years from the date of award.

F.2 DELIVERABLES

Item No. | Deliverable Quantity | Format/Method of Due Date To
Delivery Whom
001 C.7.15.7.5 7 Electronic/Hardcopy | Imonthafter | COTRs
Design Subtask Contract
Award
002 C.7.155 7 Electronic/Hardcopy | 1 month after | COTRs
Development/ approval of
Testing Subtask Item No. 001
003 C.7.18.1.3 7 Electronic/Hardcopy | 1 month after | COTRS
Conversion approval of
Subtask Item No. 002
004 C.7.19.10 7 Electronic/Hardcopy | 1 month after | COTRS
Acceptance approval of
Testing Subtask Item No. 003
005 C.7.204 7 Electronic/Hardcopy | 1 month after | COTRs
Preparations of approval of
Operations Item No. 004
Subtask
006 C573&H371 |7 Electronic/Hardcopy | 1 year after COTRs
CMS approval of
Certification Item No. 005
007 C.104 7 Electronic/Hardcopy | 6 months COTRs
Turnover Subtask before
contract
expiration
date

F.2.1 The Contractor shall submit to the District, as a deliverable, the report described in section
H.4 of this contract that is required by the 51% District Residents New Hires Requirements
and First Source Employment Agreement.
part of the deliverables, final payment to the Contractor may not be paid.

If the Contractor does not submit the report as
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SECTI

Gl

G.1l1

G1lz2

G2

Gz21

G.22

G221

G.222

G.223

G.224

G.225

G.226

G.227

ONG: CONTRACT ADMINISTRATION DATA
INVOICE PAYMENT

The District will make payments to the Contractor, upon the submission of proper invoices,
at the prices stipulated in this contract, for supplies delivered and accepted or services
performed and accepted, less any discounts, allowances or adjustments provided for in this
contract.

The District will pay the Contractor on or before the 30" day after receiving a proper invoice
from the Contractor.

INVOICE SUBMITTAL

The Contractor shall submit proper invoices on a monthly basis or as otherwise specified in
Section G.4. Invoices shall be prepared in duplicate and submitted to the Agency Fisca
Officer with concurrent copies to the Contracting Officer's Technical Representative (COTR)
specified in Section G.9 below. The address of the CFO is:

Name: Office of the Controller/Agency Fiscal Officer
Address: Department of Health

825 North Capitol Street, NE

Washington, DC 20002
Teephone:  202-442-9231

To constitute a proper invoice, the Contractor shall submit the following information on the
invoice:

Contractor’ s name, federa tax ID and invoice date (Contractors shall date invoices as of
the date of mailing or transmittal);

Contract number and invoice number;

Description, price, quantity and the date(s) that the supplies or services were delivered or
performed;

Other supporting documentation or information, as required by the Contracting Officer;

Name, title, telephone number and complete mailing address of the responsible official to
whom payment is to be sent;

Name, title, phone number of person preparing the invoice;

Name, title, phone number and mailing address of person (if different from the
person identified in G.2.2.6 above) to be notified in the event of a defective invoice; and
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G.228

G3

G31

G32

G4

G5

G.51

G52

G.5.3

Authorized signature.
FIRST SOURCE AGREEMENT REQUEST FOR FINAL PAYMENT

For contracts subject to the 51% District Residents New Hires Requirements and First Source
Employment Agreement requirements, final request for payment must be accompanied by the
report or awaiver of compliance discussed in section H.36.5.

No final payment shall be made to the Contractor until the CFO has received the Contracting
Officer’ sfinal determination or approva of waiver of the Contractor’ s compliance with 51%
District Residents New Hires Requirements and First Source Employment Agreement
requirements.

PAYMENT

Payment will be made upon verification and certification of invoices by the District and as
set forth in Sections H.21 through H.23.

ASSIGNMENT OF CONTRACT PAYMENTS

In accordance with 27 DCMR 3250, the Contractor may assign funds due or to become due
as aresult of the performance of this contract to a bank, trust company, or other financing
institution.

Any assignment shall cover al unpaid amounts payable under this contract, and shall not be
made to more than one party.

Notwithstanding an assignment of contract payments, the Contractor, not the assigneg, is
required to prepare invoices. Where such an assignment has been made, the original copy of
the invoice must refer to the assignment and must show that payment of the invoiceisto be
made directly to the assignee as follows:

Pursuant to the instrument of assignment dated ,
make payment of thisinvoice to
(name and address of assignee).

G.6 THE QUICK PAYMENT CLAUSE

G.61

I nter est Penaltiesto Contractors

G.6.1.1 TheDistrict will pay interest penalties on amounts due to the Contractor under the Quick

Payment Act, D.C. Official Code §2-221.01 et seq., for the period beginning on the day
after the required payment date and erding on the date on which payment of the amount is
made. Interest shall be calculated at the rate of 1% per month. No interest penalty shall be
paid if payment for the completed delivery of the item of property or service is made on or
before:
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G.6.1.2

a) the3day after the required payment date for meat or a meat product;
b) the5" day after the required payment date for an agricultural commodity; or
) the15™ day after the required payment date for any other item.

Any amount of an interest penalty whichremains unpaid at the end of any 30-day period
shall be added to the principal amount of the debt and thereafter interest penalties shall
accrue on the added amount.

G.6.2 Paymentsto Subcontractors

G.6.21

G.6.2.2

G.6.23

G.624

The Contractor must take one of the following actions within 7 days of receipt of any
amount paid to the Contractor by the District for work performed by any subcontractor
under a contract:

a) Pay the subcontractor for the proportionate share of the total payment received from
the District that is attributable to the subcontractor for work performed under the
contract; or

b) Notify the District and the subcontractor, in writing, of the Contractor’ s intention to
withhold al or part of the subcontractor’ s payment and state the reason for the
nonpayment.

The Contractor must pay any lower-tier subcontractor or supplier interest penalties on
amounts due to the subcontractor or supplier beginning on the day after the payment is
due and ending on the date on which the payment is made. Interest shall be calculated at
the rate of 1% per month. No interest penalty shall be paid on the following if payment
for the completed delivery of the item of property or service is made on or before:

a) the3day after the required payment date for meat or a meat product;
b) the5" day after the required payment date for an agricultural commodity; or
) the15™ day after the required payment date for any other item.

Any amount of an interest penalty which remains unpaid by the Contractor at the end of any
30-day period shall be added to the principal amount of the debt to the subcontractor and
thereafter interest penalties shall accrue on the added amount.

A dispute between the Contractor and subcontractor relating to the amounts or entitlement of
a subcontractor to a payment or a late payment interest penalty under the Quick Payment Act
does not constitute a dispute to which the District of Columbiaisaparty. The District of
Columbia may not be interpleaded in any judicial or administrative proceeding involving
such adispute.
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G.7

G.8

G381

G.82

G.8.3

CONTRACTING OFFICER (CO)

Contracts will be entered into and signed on behalf of the District only by contracting
officers. The name, address and telephone number of the Contracting Officer is:

William Sharp

Office of Contracting and Procurement
Address: 441 4™ Street, NW, Suite 700 South
Washington, DC 20001

Telephone: (202) 727-0252

AUTHORIZED CHANGESBY THE CONTRACTING OFFICER

The Contracting Officer is the only person authorized to approve changesin any of the
requirements of this contract.

The Contractor shall not comply with any order, directive or request that changes or modifies
the requirements of this contract, unless issued in writing and signed by the Contracting
Officer.

In the event the Contractor effects any change at the instruction or request of any person
other than the Contracting Officer, the change will be considered to have been made without
authority and no adjustment will be made in the contract price to cover any cost increase
incurred as a result thereof.

G.9 CONTRACTING OFFICER’ STECHNICAL REPRESENTATIVE (COTR)

Goal

The COTR isresponsible for general administration of the contract and advising the
Contracting Officer as to the Contractor’ s compliance or nhoncompliance with the contract.
In addition, the COTR is responsible for the day-to-day monitoring and supervision of the
contract, of ensuring that the work conforms to the requirements of this contract and such
other responsibilities and authorities as may be specified in the contract. The COTR for this
contract is:

Name: Y ohannes Birre

Title: Systems Manager

Agency: Department of Health

Medical Assistance Administration

Address. 2100 Martin Luther King Jr., Avenue, SE
Washington, DC 20020

Telephone: (202) 698-2014
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G.9.2 The COTR shal not have authority to make any changes in the specifications or scope of
work or terms and conditions of the contract.

G.9.3 The Contractor may be held fully responsible for any changes not authorized in advance, in
writing, by the Contracting Officer; may be denied compensation or other relief for any
additional work performed that is not so authorized; and may also be required, at no
additional cost to the District, to take all corrective action necessitated by reason of the
unauthorized changes.

G.94 COST REIMBURSEMENT CEILING

a) The cost reimbursement ceilings for this RFP shall not exceed
$7,000.00 per month over the seven (7) year period.

b) The costs for performing this RFP shall not exceed the cost
reimbursement ceiling as set forth in the RFP.

C) The Contractor agrees to use its best efforts to perform the work
specified in this RFP and to meet all obligations under this RFP within
the cost reimbursement ceilings.

d) The Contractor must notify the Contracting Officer, in writing,
whenever it has reason to believe that the total cost for the
performance of this RFP will be either greater or substantially less
than the cost reimbursement ceilings.

€) As part of the notification, the Contractor must provide the Contracting
Officer arevised estimate of the total cost of performing this RFP.

f) The District is not obligated to reimburse the Contractor for costs
incurred in excess of the cost reimbursement ceiling specified in B.2
listed in the RFP and the Contractor is not obligated to continue
performance under this RFP (including actions under the Termination
clauses of this RFP), or otherwise incur costs in excess of the cost
reimbursement ceilings specified in B.2 listed in the RFP, until the
Contracting Officer notifies the Contractor, in writing, that the
estimated cost has been increased and provides revised cost
reimbursement ceilings for performing this RFP.

0 No notice, communication, or representation in any form from any
person other than the Contracting Officer shall change the cost
reimbursement ceilings. In the absence of the specified notice, the
Didtrict is not obligated to reimburse the Contractor for any costsin
excess of the costs reimbursement ceilings, whether such costs were
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incurred during the course of contract performance or as a result of
termination.

h) If any cost reimbursement ceiling specified in B.2 listed in the RFP is
increased, any costs the Contractor incurs before the increase that are
in excess of the previous cog reimbursement ceiling shall be allowable
to the same extent as if incurred afterward, unless the Contracting
Officer issues a termination or other notice directing that the increase
is solely to cover termination or other specified expenses.

) A change order shall not be considered an authorization to exceed the
applicable cost reimbursement ceiling specified in B.2 as set forth in
the RFP, unless the change order specifically increases the cost
reimbursement ceiling.

G.10 ORDERING CLAUSE

a. Any supplies and services to be furnished under the contract must be
ordered by issuance of delivery orders or task orders by the Contracting
Officer. Such orders may be issued monthly, quarterly, or annually as
services are required during the term of the contract.

b. All delivery orders are subject to the terms and conditions of this contract.
In the event of a conflict between a delivery order and the contract, the
contract shall control.

c. If mailed, adelivery order is considered "issued" when the District
deposits the order in the mail. Orders may be issued by facsimile or by
electronic commerce methods.
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SECTION H: SPECIAL CONTRACT REQUIREM ENTS

H.1 HIRING OF DISTRICT RESIDENTS ASAPPRENTICES AND TRAINEES

H.1.1 For al new employment resulting from this contract or subcontracts hereto, as defined in
Mayor’ s Order 83-265 and implementing instructions, the Contractor shall use its best efforts
to comply with the following basic goal and objectives for utilization of bona fide residents
of the District of Columbiain each project’ slabor force:

H.1.1.1 At least fifty-one (51) percent of apprentices and trainees employed shall be residents of

the District of Columbia registered in programs approved by the District of Columbia
Apprenticeship Council.

H.1.2 The Contractor shall negotiate an Employment Agreement with the DOES for jobs created as
aresult of this contract. The DOES shall be the Contractor’ sfirst source of referral for
qualified apprentices and trainees in the implementation of employment goals contained in
this clause.

H.2 DEPARTMENT OF LABOR WAGE DETERMINATIONS

The Contractor shall be bound by the Wage Determination No. 1994-2103, Revision No. 35,
dated May 23, 2006 issued by the U.S. Department of Labor in accordance with the Service
Contract Act (41 U.S.C. 351 et seq.) and incorporated herein as Section J.1.1 of this
solicitation. The Contractor shall be bound by the wage rates for the term of the contract. If
an option is exercised, the Contractor shall be bound by the applicable wage rate at the time of
the option. If the option is exercised and the Contracting Officer obtains a revised wage
determination, the revised wage determination is applicable for the option periods and the
Contractor may be entitled to an equitable adjustment.

H.3 FREEDOM OF INFORMATION ACT

The District of Columbia Freedom of Information Act, at D.C. Official Code § 2-532 (a3),
requires the District to make available for inspection and copying any record produced or
collected pursuant to a District contract with a private Contractor to perform a public
function, to the same extent as if the record were maintained by the agency on whose behal f
the contract is made. If the Contractor receives a request for such information, the
Contractor shall immediately send the request to the COTR designated in subsection G.9
who will provide the request to the FOIA Officer for the agency with programmatic
responsibility in accordance with the D.C. Freedom of Information Act. If the agency with
programmatic responsibility receives a request for a record maintained by the Contractor
pursuant to the contract, the COTR will forward a copy to the Contractor. In either event,
the Contractor is required by law to provide all responsive records to the COTR within the
timeframe designated by the COTR. The FOIA Officer for the agency with programmatic
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responsibility will determine the releasability of the records. The District will reimburse
the Contractor for the costs of searching and copying the records in accordance with D.C.
Officia Code §2-532 and Chapter 4 of Title 1 of the D.C. Municipal Regulations.

H.4 51% DISTRICT RESIDENTS NEW HIRES REQUIREMENTS AND FIRST SOURCE

H.41

H.4.2

H.4.3

H.4.4

H.4.5

EMPLOYMENT AGREEMENT

The Contractor shall comply with the First Source Employment Agreement Act of 1984, as
amended, D.C. Official Code 82-219.01 et seg. (“ First Source Act”).

The Contractor shall enter into and maintain, during the term of the contract, a First Source
Employment Agreement, (Section J.2.4) in which the Contractor shall agree that:

(1) The first source for finding employees to fill al jobs created in order to perform this
contract shall be the Department of Employment Services (“ DOES”); and

(2) Thefirst source for finding employees to fill any vacancy occurring in all jobs covered by
the First Source Employment Agreement shall be the First Source Register.

The Contractor shall submit to DOES, no later than the 10" each month following execution
of the contract, a First Source Agreement Contract Compliance Report (“ contract compliance
report”) verifying its compliance with the First Source Agreement for the preceding month.
The contract compliance report for the contract shall include the:

(2) Number of employees needed;
(2) Number of current employees transferred;
(3) Number of new job openings created,;
(4) Number of job openings listed with DOES;
(5) Total number of all District residents hired for the reporting period and the cumulative
total number of District residents hired; and
(6) Total number of all employees hired for the reporting period and the cumulative total
number of employees hired, including:
(a) Name;
(b) Social security number;
(c) Job title;
(d) Hire date;
(e) Residence; and
(f) Referra source for al new hires.

If the contract amount is equal to or greater than $100,000, the Contractor agrees that 51% of
the new employees hired for the contract shall be District residents.

With the submission of the Contractor’ s final request for payment from the Didtrict, the
Contractor shall:

(1) Document in areport to the Contracting Officer its compliance with the section H.36.4 of
this clause; or

(2) Submit arequest to the Contracting Officer for a waiver of compliance with section H.4.4
and include the following documentation:
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H.4.6

H.4.7

H.4.8

H.4.9

H.5

() Materia supporting a good faith effort to comply;

(b) Referrals provided by DOES and other referral sources;

(c) Advertisement of job openings listed with DOES and other referral sources; and
(d) Any documentation supporting the waiver request pursuant to section H.36.6.

The Contracting Officer may waive the provisions of section H.4.4 if the Contracting Officer
finds that:

(1) A good faith effort to comply is demonstrated by the Contractor;

(2) The Contractor is located outside the Washington Standard Metropolitan Statistical Area
and none of the contract work is performed inside the Washington Standard Metropolitan
Statistical Area which includes the District of Columbiga; the Virginia Cities of
Alexandria, Falls Church, Manassas, Manassas Park, Fairfax, and Fredericksburg, the
Virginia Counties of Fairfax, Arlington, Prince William, Loudoun, Stafford, Clarke,
Warren, Fauquier, Cul peper, Spotsylvania, and King George; the Maryland Counties of
Montgomery, Prince Georges, Charles, Frederick, and Calvert; and the West Virginia
Counties of Berkeley and Jefferson.

(3) The Contractor enters into a special workforce development training or placement
arrangement with DOES; or

(4) DOES certifies that there are insufficient numbers of District residents in the labor
market possessing the skills required by the positions created as a result of the contract.

Upon receipt of the Contractor’ s final payment request and related documentation pursuant to
sections H.4.5 and H.4.6, the Contracting Officer shall determine whether the Contractor isin
compliance with section H.4.4 or whether awaiver of compliance pursuant to section H.4.6
isjudtified. If the Contracting Officer determines that the Contractor isin compliance, or that
awaiver of compliance isjustified, the Contracting Officer shall, within two business days of
making the determination forward a copy of the determination to the Agency Chief Financial
Officer and the COTR.

Willful breach of the First Source Employment Agreement, or failure to submit the report
pursuant to section H.4.5, or deliberate submission of falsified data, may be enforced by the
Contracting Officer through imposition of penalties, including monetary fines of 5% of the
total amount of the direct and indirect labor costs of the contract. The Contractor shall make
payment to DOES. The Contractor may appeal to the D.C. Contract Appeals Board as

provided in the contract any decision of the Contracting Officer pursuant to this section
H.4.8.

The provisions of sections H.4.4 through H.4.8 do not apply to nonprofit organizations.

PROTECTION OF PROPERTY:

The Contractor shall be responsible for any damage to the building, interior, or their
approaches in delivering equipment covered by this contract.
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H.6

H.7

H.8

AMERICANSWITH DISABILITIESACT OF 1990 (ADA)

During the performance of the contract, the Contractor and any of its subcontractors shall
comply with the ADA. The ADA makes it unlawful to discriminate in employment against a
qualified individual with a disability.

See 42 U.S.C. 812101 et seq.

SECTION 504 OF THE REHABILITATION ACT OF 1973, as amended.

During the performance of the contract, the Contractor and any of its subcontractors shall
comply with Section 504 of the Rehabilitation Act of 1973, as amended. This Act prohibits
discrimination against disabled people in federally funded program and activities. See 29
U.S.C. 8794 et seq.

CONTRACT ADMINISTRATION

H.8.1 The contract will be administered for the District by the Department of Health
(DOH), Medical Assistance Administration (MAA). The COTR shall be responsible
for project direction and contract management.

H.8.2 The COTR shall be the Contractor’ s primary liaison in working with other MAA
staff. The COTR will initialy receive and review al Contractor progress reports and
deliverables, oversee scheduling of meetings with District staff, and maintain first-
line administrative responsibility for the contract.

H.8.3 Inno instance shall the Contractor refer any matter to any other MAA official unless
initial contact, both verbal and in writing, regarding the matter has been presented to
the COTR. The COTR will chair the weekly status meetings during the Enhancement
and Implementation Task and attend all formal project walk-through.

H.8.4 All notices regarding the failure to meet performance requirements and any
assessments of damages under the provisions set forth in this chapter shall be issued
by the Contracting Officer.

H.8.5 The Contractor shall designate a Contract Manager who shall have the authority to
enter into any modifications on behalf of the Contractor and otherwise commit the
Contractor to any course of action, undertaking, obligation or responsibility in
connection with the Contractor’ s performance of this Contract.

H.8.6 The Contractor shall designate a Project Manager who shall have day to day
responsibility for supervising the performance of the Contractor’ s obligations under
the Contract. The Contractor shall not change the designation of its Contract
Manager or its Project Manager without the Contracting Officer’ s prior written
approval, which approval shall not be unreasonably delayed or withheld.

212



Medicaid Management Information System
RFP No. POTO-2006-R-0077

H.9

H.10

NOTICES

Whenever notice is required to be given to the other party, it shall be made in writing and
delivered to that party. Delivery shall be deemed to have occurred if a signed receipt is
obtained when delivered by hand or three (3) days after posting if sent by registered or
certified mail, return receipt requested. Notices shall be addressed as follows:

In case of notice to the Contractor:

MMIS Project/Account Manager
Address of Local Facility in the District of Columbia

In case of noticeto MAA:

COTRs

Digtrict of Columbia

Department of Health

Medical Assistance Administration

2100 Martin Luther King Jr. Avenue, SE.
Washington, DC 20020

Said notices shall become effective on the date of receipt or the date specified within the
notice, whichever comes later. Either party may change its address for notification purposes
by mailing a notice stating the change and setting forth the new address.

LOCATION OF CONTRACTOR FACILITIES

Due to the nature of the contract and the need for close coordination with the Medical
Assistance Administration’ s personnel, the Contractor shall maintain an office in District of
Columbia to house the Contractor’ s staff during the life of the Contract for performance of
MMIS Enhancement and Implementation and Operations Task functions including, but not
limited to:

1. Contract administration/District liaison (key personnel);

N

Claims receipt, prescreening, and putting claims and other
documents to microform;

Data entry (hard-copy and EMC transactions);
Exception claims processing (suspense resol ution)
Check request-related activities,

Business operations (check requests to District Treasurer,
accounts receivable handling, cash activity);

o 0 M w

7. Production of newsletters, manuals, and so forth;

8. Provider relations and provider enrollment; and

213



Medicaid Management Information System
RFP No. POTO-2006-R-0077

H.11

H.12

H.13

9. Report printing (except MARS and utilization
management).

H.10.1 The location of the Contractor’ s computer installation(s) for all MMIS functions and
tasks shall be approved by the Medical Assistance Administration. The Contractor
shall not change the location(s) of its facility(s) except for good cause and with the
prior written consent of the Contracting Officer, which consent shall rot be
unreasonably withheld.

H.10.2 In addition, the Contractor shall maintain, and make available, office space for three
(3) Medical Assistance Administration personnel for the entire duration of the MMIS
Enhancement and Implementation Task, and two (2) Medical Assistance
Administration personnel for the remaining term of the Contract. This space shall be
contiguous with the Contractor’ s project staff during the respective tasks.

COOPERATION IN HEARINGS AND DISPUTES

The Contractor shall cooperate and participate in the resolution of Departmental Fair
Hearings and Provider Disputes at the request of the Medical Assistance Administration.

COOPERATION IN FRAUD INVESTIGATIONS

The Contractor shall cooperate fully with the US Department of Healthand Human Services,
the District of Columbia Department of Health, and any other authorized local, District and
federal agencies or law enforcement authorities in the investigation, documentation and
litigation of possible fraud and abuse cases or any other misconduct involving any of the
duties and responsibilities performed by the Contractor under the Contract. The Contractor
shall agree that the US Department of Health and Human Services, its authorized
representatives, and those of the District of Columbia Department of Health shall have access
to the same records and information as does the District of Columbia Department of Health.

SUBMISSION AND ACCEPTANCE OF SUBTASKSDELIVERABLES

H.13.1 The Contractor shall perform its tasks and produce the required Deliverables by the
due dates presented in the Contractor’ s Response to RFP Requirements C.7 and C.8
for the MMIS Enhancement and Implementation and Operations Tasks. The
Contractor shall deliver each Deliverable to the COTR, clearly identified asa
Deliverable to distinguish it from other material.

H.13.2 As soon as possible, but in no event later than ten (10) business days after receipt of a
Deliverable, the COTR will give written notice to the Contractor of the Medical
Assistance Administration’ s unconditional approval, conditional approval or
disapproval. Notice of conditional approval or disapproval shall state the reasons for
such conditions or disapproval as specificaly as is reasonably necessary to indicate
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the nature and extent of the corrections required to qualify the Deliverable for
approval.

H.13.3 As soon as possible, but in no event later than seven (7) business days after receipt of
anotice of conditional approval or disapproval, the Contractor shall make the
corrections and resubmit the corrected Deliverable.

H.13.4 As soon as possible, but in no event later than ten (10) business days following
resubmission of any conditionally approved or originally disapproved Deliverable,
the COTR shall give written notice to the Contractor of the Medical Assistance
Administration’ s unconditional approval, conditional approval or disapproval.

H.13.5 In the event that the COTR fails to respond to a Deliverable (such as, to give notice of
unconditional approval, conditional approval or disapproval as aforesaid) within the
applicable time period, the Contractor shall elect either of the following two (2)
COUrSes:

1. Notify the COTR in writing that it intends to proceed with subsequent work
unless the response is received by a date to be specified in such notice. The date
specified shall not be earlier than five (5) business days following the date of
receipt of the notice. If the response is not delivered by the specified date, the
Deliverable shall be deemed to have been unconditionally approved on that day
and the Contractor shall not be entitled to any equitable adjustment in time or
price on account of any delay; or

2. Notify the COTR in writing that a response is required, and that it intends to delay
subsequent work unless the response is received by a date to be specified in such
notice. The date specified shall not be earlier than five (5) business days
following the date of receipt of the notice. If the response is not delivered by the
specified date, the Contractor shall apply in writing to the COTR and in
accordance with Subsection H.34, "SUSPENSION OF WORK," with any claims
for delay, providing adequate substantiation therefore.

H.13.6 By submitting a Deliverable, the Contractor represents that to the best of its
knowledge, it has performed the associated tasks in a manner that will, in concert
with other tasks, meet the objectives stated or referred to in the Contract. By
unconditionally approving a Deliverable, the Medical Assistance Administration
represents only that it has reviewed the Deliverable and detected no errors or
omissions of sufficient gravity to defeat or substantially threaten the attainment of
those objectives and to warrant the withholding or denial of payment for the work
completed. The Medical Assistance Administration’ s approval of a Deliverable does
not discharge any of the Contractor’ s contractual obligations with respect to that
Deliverable, or to the quality, comprehensiveness, functionality, effectiveness or
certification of the District of Columbia MMIS as awhole.
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H.14 COMPLETION OF MILESTONES

H.14.1 The completion of a Milestone as defined in Section C.7.5 and C.7.6 shall be
indicated by the unconditional written approval of all Deliverables as defined in
Section F.2 comprising each Milestone by the Medical Assistance Administration.

H.14.2 Upon the Medical Assistance Administration’ s unconditional approval of all
Deliverables comprising each Milestone during the MMIS Enhancement and
Implementation Task, the Contractor shall, at the written request of the COTR,
provide a structured walk-through of the entire MMIS, including copies of support
documentation and any visual aids normally used for this purpose for such District
and Federal personnel asthe COTR may select. The Contractor shall conduct each
presentation at the time and place convenient to the District and Federal personnel in
attendance as specified in the Medical Assistance Administration’ s written request.

H.14.3 The Contractor may proceed to perform work on a succeeding Milestone during the
MMIS Enhancement and Implementation Task prior to the Medical Assistance
Administration’ s unconditional approval of al Deliverables comprising a preceding
Milestone only upon the conditions that all such work performed shall be entirely at
its own risk and that the Medical Assistance Administration shall have no obligation
to work in concert with the Contractor or review any Deliverables relating to the
succeeding Milestone(s). The Contractor shall be solely responsible for all costs
relating to any changes, deletions or additions it may be required to make as a result
of its failure to obtain all unconditional approvals for Deliverables comprising a
Milestone.

H.15 DUE DATES

Whenever the due date as defined in Section F.2 for any Deliverable, or the final day on
which an act is permitted or required by this Contract to be performed by either party fall(s)
on aday other than a business day, such date shall be the first business day following such

day.
H.16 STATUSREPORTSAND CONSULTATION

H.16.1 Once each week, or at more frequent intervals as the parties may agree, until the
commencement of the MMIS Operations Task, the MMIS Enhancement and
Implementation Project Manager and his necessary staff shall meet with the District
of Columbia COTR and selected staff to discuss the Contractor’ s progress and
performance under the Contract.

H.16.2 No later than the fifth (5") calendar day of each month commencing with the start of
the MMIS Enhancement and Implementation Task and continuing for the life of the
contract, the Contractor shall submit two (2) copies of awritten MMIS progress
report as defined in Section C.7.1thorough C.7.5 to the COTR. The second copy
shall be included in the monthly status report to CMS. Each MMIS progress report
shall provide a detailed description of the status of the Contractor’ s progress and
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performance under the contract since the last progress report and shall be signed by
the MMIS Enhancement and I mplementation or Operations Project Manager (as
appropriate to the MMIS Task) or his or her designee.

1. Prior to the commencement of the MMIS Operations Task, each written MMIS
progress report shall describe the tasks and deliverables completed, the tasks and
deliverables scheduled for completion but not completed and reasons for such
failure to complete, and the progress expected to be made in the next reporting
period. All work activities described shall be referenced to the approved work
plan.

2. Subsequent to the commencement of the MMIS Operations Task, each written
MMIS progress report shall describe any problems the Contractor has
encountered in the performance of any of its responsibilities under the Contract
including but not limited to downtime episodes. Each report shall detail any
problems discovered in the application software with emphasis on any system
abnormalities or failures caused by the application problems and the corrective
action taken and planned to prevent the failures or abnormalities from occurring
or recurring. In addition, each report shall include the status of all change orders
proposed, in negotiation, in development, in testing or awaiting Medical
Assistance Administration technical sign-off, the required staffing reports, and
proposed production schedules for the current and two (2) subsequent months.

H.16.3 At any time during the life of the contract, upon written request by the Medical
Assistance Administration, the Contractor shall promptly prepare and provide written
specia progress reports in response to particular problems in the performance of work
under the contract identified by the Medical Assistance Administration. Each report
shall include a description of the problem, the reason(s) why the problem occurred,
corrective action plan(s) proposed to prevent the problem(s) from reoccurringand an
implementation date for the corrective action plan(s) and shall be signed by the
Project Manager.

H.16.4 At any time during the life of the contract, upon written request by the Medical
Assistance Administration, the Contractor will participate in formal progress review
meetings with the COTR and, other Medical Assistance Administration officials and
employees and, at the option of the Medical Assistance Administration,
representatives of Federal or other District agencies.

H.16.5 At any time during the life of the Contract, upon Contractor discovery of any problem
which may jeopardize the successful or timely completion of its obligations, the
Contractor shall notify the Medical Assistance Administration’ s COTR oraly, no
later than the close of business of that day if the problem is discovered before 5:00
p.m. or no later than 10:00 am of the succeeding business day if the problem is
discovered after 5:00 p.m. The Contractor shall follow that oral notification no later
than three (3) business days later with awritten analysis of the problems, including in
such notice the Contractor’ s recommendation for expeditious resolution of the
problem.
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H.17

H.18

H.19

H.20

POLICY DETERMINATIONS

The Medical Assistance Administration shall make and determine all policy relating to the
operation of the District of Columbia MMIS. The Contractor may request of the COTR in
writing that the Medical Assistance Administration issue policy determinations or operating
guidelines required for proper determinations or operating guidelines required for proper
performance of the Contract, in which event the COTR will deliver to the Contractor a
written reply within ten (10) business days of his or her receipt of the Contractor’ s request.
The Contractor shall be entitled to rely upon and act in accordance with such policy
determinations and operating guidelines, unless and until they are superseded, suspended or
revoked, so long as it does not act negligently, maliciously, fraudulently, or in bad faith.

CLAIM EDITS

H.18.1 The Contractor shall enhance the MMIS to maintain edits for all subsystemsto be
applied to al claims as described in Section C.6.7. The Medical Assistance
Administration shall have the responsibility to establish the disposition of each edit,
at any time. "Suspends’ are claims which fail the edit process and must be resolved
by the Contractor through internal processing, or by referra to the Medical
Assistance Administration for medical review and individual consideration.

H.18.2 No edit overrides may be applied without the prior written direction or consent of the
District, and the Contractor shall create and maintain an audit trail of all edit
overrides.

INTERPRETATIONS

The following subsections address the provisions regarding interpretations for the District of
ColumbiaMMIS.

CONFORMANCE WITH DISTRICT AND FEDERAL REGULATIONS

H.20.1 The Contractor agrees to comply with al District and Federal laws, regulations, and
policies as they exist or as amended that are or may be applicable to this contract,
including those not specifically mentioned in this Section. Authority to design and
develop modifications to the operational MMIS and/or to make software or
operational changes to implement new District and Federal requirements will be
given to the Contractor by the COTR and may entail a contract modification (see
Section H.26).

H.20.2 In the event that the Contractor may, from time to time, request the District to make
policy determinations or to issue operating guidelines required for proper
performance of the contract, the District shall do so in atimely manner, and the
Contractor shall be entitled to rely upon and act in accordance with such policy
determinations and operating guidelines and shall incur no liability in doing so unless
the Contractor acts negligently, malicioudly, fraudulently, or in bad faith.
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H.21 PAYMENT

Payment for Contractor services provided under this contract will differ by task. A
percentage schedule for each of the subtasks defined in Section B.4.1 for the Enhancement
and Implementation will be used to calculate payments from the total prices offered.
Payment for Contractor performance of Operations Task responsibilities will be paid by
monthly installments of the annual fixed price offer. A cost reimbursement for postage will
be paid as defined in Section G.9.4. Details of the three (3) payment approaches, available
financial incentives, claim count definitions for accounting purposes, and payment request
requirements are described in the following subsections.

H.22 PAYMENTS—-ENHANCEMENT AND IMPLEMENTATION TASK

H.22.1 The District will pay the Contractor a firm-fixed-price for completion of al
milestones for the MMIS design, development, testing and implementation, derived
from the Price Schedule B.4.1 for Enhancement and Implementation Tasks.

H.22.2 The District will pay the Contractor for performance of Enhancement and
Implementation Task activities in accordance with the following schedule of key
contract milestones as defined in Section B.4.1:

District approval of al Design Subtask milestones;

District approval of all Development/Testing Subtask milestones,
District approval of al Acceptance Testing Subtask milestones,

District approval of all Conversion Subtask milestones;
Didtrict-approved Contractor start of full MMIS operations, including all
reporting functions; and

Receipt of written approval for Federal certification of the District of
ColumbiaMMIS.

agkhwpdrE

o

H.22.3 The District will pay the Contractor for the successful achievement of these
milestones on the following basis:

1. Twenty percent (20%) of Enhancement and Implementation Task prices
offered and negotiated on Pricing Schedule B.4.1 (a) upon District approval of
all Design Subtask milestones,

2. Twenty-five percent (20%) of Enhancement and Implemertation Task prices
offered and negotiated on Pricing Schedule B.4.1 (b) upon District approval of
all Enhancement/Testing Subtask milestones;

3. Ten percent (10%) of Enhancement and Implementation Task prices offered
and negotiated on Pricing Schedule B.4.1(c) upon District approval of all
Conversion Subtask milestones,
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4. Twenty percent (20%) of Enhancement and Implementation Task prices
offered and negotiated on Pricing Schedule B.4.1(d) upon District approval of
all Acceptance Testing Subtask milestones;

5. Ten percent (10%) of Enhancement and Implementation Task prices offered
and negotiated on Pricing Schedule B.4.1(e) upon District-approved
Contractor start of full MMIS operations, including al reporting functions,
and

6. Fifteen percent (20%) of Enhancement and Implementation Task prices
offered and negotiated on Pricing Schedule B.4.1 (f) upon receipt of written
approval for Federal certification of the District of Columbia MMIS.

H.23 PAYMENTS- OPERATIONSTASK

H.23.1 The District will pay the Contractor the firm fixed unit price offer in the Price
Schedule B.4.2 in equal monthly installments for each year period of operations.
The Contractor shall be paid the firm fixed unit price offer based on the monthly rates
found in Schedule B.4.3 for optional resources. Operations prices shall include all
charges for system maintenance and modification support, report production, claims
receipt and processing, and all other Contractor responsibilities described in Section
C for that task. Postage will be considered a cost reimbursement item and subject to
separate reporting and monthly invoices as described in Section G.9.4.

H.23.2 In the first month at the start of operations for which full system operation is not
available, including reporting subsystems, no operations payment shall be available,
nor shall it be recoverable.

H.23.3 During ongoing operations, if major portions of the system are not operational, for
example, MARS and utilization management functions, the District may reduce the
amount of the monthly payment by twenty-five percent (25%) for each month major
portions of the system are not operational.

H.23.4 Any adjustment in the fixed unit price payable to the Contractor for operations shall
be dependent on the verification and certification thet actual claim volume counts are
accurate and fully consistent with the explanation of a claim as given in Subsection
H.24 below.

H.23.5 Contractor reimbursement for each year shall be negotiated using the same fixed unit
price per year model. Fina prices and estimated claim volume ranges shall be
determined as part of the contract.

H.23.6 There exists no other mechanism, except Subsection H.26, "Modification Requests,”
by which the Contractor may receive compensation for work performed other than
through the eight (8) Pricing Schedules identified in this subsection.
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H.24 EXPLANATION OF A CLAIM

For the purpose of claim volume accounting and reconciliation of changes in Contractor
reimbursement, the following explanation of a claim, subject to the qualifiers also noted,
shall apply to administrative claims processing adjudication counts tracked and reported by

the Contractor.

H.24.1 Clean Claims - isaclaim that is denied or paid in itsinitial adjudication cycle
without human intervention.

H.24.2 Unclean Claim - is a claim that was suspended during adjudication for human
correction or review. The following are examples of unclean claims:

1.

I npatient/Outpatient Hospital and Home Health (UB-92) - A claimisa
paper document or an EMC/X 12N transaction record requesting
payment for services rendered during a statement period or date range
for which there are one (1) or more accommodation, HCPCS, revenue
center codes, and/or ancillary codes. Thisincludes Part A and Part B
Medicare crossover claims.

Pharmacy Claims- A claim is each detail line item of a paper
document or an EMC/X 12N record requesting payment of each
gpecific NDC code rendered to arecipient by the billing provider.
Nursing Home Claims (UB92 or X12N transaction 8371) - A clamis
each bill for an individual recipient for all services, included in per
diem rates, provided in that month by the billing provider. If line
items are created for breaks in stay they are not separately reimbursed.
All Other Claim Types - A clam isaline item on a paper document or
an EMC/X12N record requesting a total payment for services rendered
to arecipient by a provider on one or more service date(s) for which
thereisa HCPCS or District assigned procedure code. Thisincludes
encounter claims and HMO hills.

Adjustments to paid claims are not countable as claims, regardless of
the number of adjustments filed to a paid claim or the reason for the
adjustments.

All claims that require reprocessing due to errors caused by the
Contractor in processing or due to system design are not chargeable to
claim volume accounting during each fiscal year and must be
identified and deleted from all contract administrative reports.

No transaction shall be counted as a claim that does not meet the
specific criteria stated above. Only claims adjudicated by the system
for payment or denia shall be counted.

H.25 MODIFICATION TASK

H.25.1 The price for providing ongoing MMIS systems modification support, as defined in
Subsection C.9, and including machine time, person time, and documentation, shall
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be included in the fixed price offer for each contract operations period. As described
in Subsection C.9.2, this task requires full-time, on-site support from:

1. A Modification Task Manager; and
2. Five (5) Systems Anaysts, with a minimum of three years of MMIS devel opment
or ongoing maintenance and modification experience.

H.26 Modification Requests

H.26.1

H.26.2

From time to time, the Medical Assistance Administration will request maintenance activity
or modifications to the MMIS to be performed by the Contractor. The District shall make
any such request in writing signed by the COTR and plainly labeled or titled a "Change
Request." The Change Request shall contain a clear distinction of whether the requested
activity is a maintenance or a modification activity, a description of the required maintenance
or modification activity, the requested implementation date, the latest possible
implementation date and the priority.

The Contractor shall promptly, and in no event more than ten (10) business days after
receipt of such Change Request, furnish to the COTR a written acknowledgment of
the receipt of the Change Request which (&) confirms the requested due date, (b)
proposes a different due date up to but not later than the latest possible
implementation date stated on the Change Request, (¢) includes alist of

definitive questions that must be answered by the District before a due date is
established, (d) denies that the request is a "maintenance" request but is instead an
"enhancement” which is outside the scope of the contract requirements, or (e) states
that the Change Request cannot be accomplished by even the latest possible
implementation date because the work hours exceed the capacity of the resources
available and that to accomplish the Order the Contractor is entitled to additional
compensation and/or time consideration. If the acknowledgment is of the type
described in provision (a) or (b) of this subsection, it should be accompanied

by alist of appropriate Contractor personnel assigned to the Change Request and the
estimated number of hours of each staff member assigned to the order.

If the written acknowledgment is of the type described in provision H.26.1 (2), (3),
(4), or (5) above, the parties shall then negotiate and attempt in good faith to agree
upon a plan and schedule for implementation of the Change Request with the
personnel available. If the COTR agrees that the Change

Request cannot be accomplished by the available personnel in the time allotted, the
Contractor must, within five (5) business days, respond with a detailed proposal
containing:

1. A statement of the scope of the Change Request in
relationship to subsystems, functions, features and
capabilities to be changed;

2. A breakdown of the work effort by Milestone;

3. A breakdown of the work effort by hour within each job
classification required;
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H.26.3

H.26.4

4. A rate per hour for each job classification required with a
total proposed amount;

5. Animplementation schedule for the Change Request and,
if appropriate, revised schedules for all other concurrently
approved projects/Change Requests effected by the
Change Request; and

6. A justification for the additional staff, rates and
schedules.

The COTR will not agree to compensate the Contractor for additional personnel relief
without all necessary District and Federal approvals.

A Change Request is deemed to be successfully completed when: (a) it has been
canceled by the COTR in writing; OR, (b) the Contractor has

received atechnical sign-off initially signed by an authorized Medical Assistance
Administration representative(s) and cosigned by the COTR,

AND (c) the maintenance activity or enhancement has run in production for thirty
(30) calendar days or through a complete production cycle (whichever is longer);
AND, (d) all documentation has been drafted, approved by the District and provided
in fina form.

If the parties are unable to reach an agreement as described in Subsection H.26.2,
the COTR may make a determination that the Change
Request is:

1. Within the scope of the contract requirements and included in the price for
the MMIS Enhancement and Implementation Tasks;

2. Isamaintenance request or is an modification request; and/or

3. May be accomplished with the available staff by a particular
implementation date without additional compensation and/or time
consideration.

H.26.4.1 Upon such written instruction from the COTR, the Contractor shall
proceed forthwith to implement the Change Request, subject to the
Contractor’ sright to appea the COTR’ s determination pursuant to
Paragraph 14 of at the "Standard Contract Provisions.”

H.26.4.2 Inthe event the COTR fails to make the above determination and instruct
the Contractor in writing, the Contractor shall not be obligated to
implement the Change Request or to be entitled to any fiscal, schedule or
modification group effort compensation for providing the detailed
proposals specified in Subsection H.26.2.
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H.26.5 If the Contractor considers that any written or oral communication, including any
order, direction, instruction, interpretation or determination, received from the MMIS
COTR, the District or any agent or representative thereof, or that any other act or
omission of the COTR, the District or any agent or representative
thereof (an "Event") constitutes a Change Request but is not plainly identified,
labeled or titled as such, the Contractor shall so advise the COTR in writing
within ten (10) business days of such Event but no later than three (3) business days
from the Contractor’ sidentification or discovery of such Event and shall request the
COTR’ swritten confirmation thereof. Such notice to the COTR shall

state:

gk ow

The nature and pertinent circumstances of the communication, act or
omission regarded as a Change Request by the Contractor;

The date of the communication, act or omission, and the identification
of each individual involved in such communication, act or omission,
listing his or her name and function;

The identification of any documents involved;

The substance of any oral communications;

the particular technical requirements or contract requirements regarded
as changed; and

The direct and foreseeable consequential effect of the communication,
act or omission regarded as a Change Request including the number of
work hours required from the staff to accomplish the Change Request
and the manner and sequence of performance or delivery of supplies or
services, identifying which supplies or services are or will be affected.

H.26.5.1 The COTR will respond within ten (10) business days of receipt of the
Contractor’ s notice as required above, either:

1
2.
3.

4.

To countermand the action or communication regarded as an
Event; or

To deny that the Event is a Change Requeg; or

To confirm that the Event is a Change Request by issuance of a
written notice; or

If the information in the Contractor’ s notice is inadequate to permit
adecision to be made, advise the Contractor as to what additional
information is required and establish the date by which said
information should be furnished.

H.26.5.2 If the Contractor complies with any order, direction, interpretation or
determination, written or oral without providing the notice in accordance
with this Section, the District shall not be liable for any increased price,
delay in performance or contract nonconformance by the Contractor.
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H.26.6

H.26.7

H.26.8

H.26.9

H.27

H.28

If the COTR denies that the Event constitutes a Change Reguest, the Contracting
Officer shal issue afinal decision to this effect within a reasonable period of time and
the Contractor may proceed in accordance with Paragraph 17 of the "Standard
Contract Provisions."

Except as herein provided, no order, statement, or conduct of the MMIS Contract
Administrator, the Medical Assistance Administration or any agent or representative
thereof, shall be treated as an Event under this Section.

Any Event by the Contractor under this Section must be asserted within thirty (30)
calendar days from the date of receipt by the Contractor of the written or ora
communication.

For the purpose of issuing Change Requests under this Contract, the term "MMIS
COTR" shal not include any representative of the MMIS Contract

Administrator, whether or not such representative is acting within the scope of his or
her authority, except in those instances where the COTR has

notified the Contractor in writing, citing the authority of this Section, that a specified
individual has the authority to issue Change Requests, and a description of the exact
scope and duration of the individud’ s authority.

TURNOVER TASK

The District will not make separate payment s to the Contractor for the Turnover Task
activities defined in Section C.10. Any anticipated costs should be included in the price offer
for the last full year of operations under the contract on Pricing Schedule B.4.2.

To provide a Contractor incentive to fully support the Turnover of the District of Columbia
MMIS, supporting files, and other documentation to the District or the successor Contractor,
fifteen percent (15%) of the monthly contract operations payments for the last six (6) months
of the contract will be retained until al Turnover responsibilities are completed.

DEDUCTIONS FROM PAYMENTS

H.28.1 The District may, following proper notification to the Contractor, deduct from any
payments due the Contractor the calculated amount of recovery for any assessed
consequential or liquidated damages, or annual adjustments in operations payments
due to a lower-than-estimated claim volume or modification support.

H.28.2 The District shall perform a monthly claims processing quality control assessment to
ensure MAA’ s Requirements for the accuracy of data entry input, edit/audit
dispositions, and other claims adjudicationrelated decisions are met. If errors of any
kind are found from these reviews that are attributable to the Contractor and which, in
total, exceed three percent (3%) of the number of clams processed during that month,
or if the total claims with errors have a dollar value exceeding one percent (1%) of the
total program dollars paid out for that month, then one percent (1%) of the operations
payment owed to the Contractor for that month shall be deducted by the District.
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H.29

H.30

H.31

H.32

This deduction shall occur for all months in which the error rate found during
monthly quality control assessment activity performed by MAA staff exceeds the
number or dollar thresholds.

H.28.3 Any offsets assessed for overall quality control problems shall not affect the District’ s
rights to determine actual consequential damages for duplicate payments or
overpayments to providers.

PROHIBITION AGAINST ADVANCE PAYMENTS

No payment shall be made by the District in advance of, or in anticipation of, services
actually performed and/or of supplies furnished under this contract. Monthly invoices shall
be submitted for work performed the previous month. Specifically excluded from this
provision are the procedures for payment and possible adjustment for claim volume changes
during the Operations Task and the payment for the Turnover Task.

REIMBURSEMENT COSTS

H.30.1 The following subsection addresses the only item that shall be reimbursable to the
Contractor monthly for the "actua” costs as defined in Section G.9.4.

H.30.2 All postage required for the distribution correspondence, policies, billing instructions,
and forms relating to the operation of the MMIS shall be paid by the Contractor who
shall be reimbursed monthly for its "actual" costs. The Contractor shall exert al
reasonabl e efforts to employ any commercially available techniques such as bulk
mailing, consolidation of mailing and zip code pre-sorting or the use of carriers other
than the United States Postal Service to reduce any postage costs assumed by the
Medical Assistance Administration. For the purpose of this section, "postage” shall
include amounts charged by commercial carriers, except that the Contractor shall not
employ the services of commercial carriers without the prior written approval of the
COTR.

SUPPLIES

The Contractor shall acquire, store and disburse during the entire life of the Contract, at its
expense al forms, paper, microfilm, microfiche, film, magnetic tapes, CD’ s, DVD’ s and
other supplies necessary to document, record or transmit information or to perform its
processing functions in connection with the successful MMI'S design, development, testing,
implementation, operation, maintenance, and modification.

RETURNED PROVIDER CHECKS

H.32.1 Throughout the Contract, the Contractor shall receive returned provider checks drawn
on the Digtrict’ s account. For those returned due to incorrect or incomplete mailing
address, within five (5) business days of receipt (or the Medical Assistance
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Administration’ s forwarding) the Contractor shall research the correct address, re-
mail the check, and notify the Medical Assistance Administration weekly in writing
of al re-mailings.

H.32.2 All nonDistrict provider checks, checks for which a better address cannot be
reasonably found, and all other checks sent to it for any reason, shall be delivered to
the Medical Assistance Administration within two (2) business days from the date of
Contractor’ sreceipt of such checks. Whenever possible, the Contractor shall record
sufficient identifying information for each returned check to trace it back to the
production cycle of its issuance, the reason for return, and the provider(s) making the
return.

H.33 RECOUPMENT AND ERRONEOUSPAYMENTS

H.33.1 During the MMIS Operation Task, the Medical Assistance Administration may direct
the Contractor to recoup amounts from sums payable to the provider. A recoupment
shall consist of a negative adjustment to a previous payment(s). The Contractor shall
not effect any recoupments except upon the prior written authorization of the COTR
or his/her written designee.

H.33.2 An erroneous payment is such part or al of any payment made with respect to aclaim
that should not have been paid according to the then applicable criteria for payment of
that claim when applied to the information provided by the Medical Assistance
Administration prior to the processing of that claim. The Contractor shall be liable to
the Medical Assistance Administration for al erroneous payments. Upon the
Contractor’ s discovery of an erroneous payment, the Contractor shall notify the
Medical Assistance Administration orally and in writing within twenty-four (24)
hours of its discovery. All of the circumstances relating to the cause and the effect of
each such error, including the identification of each provider affected, the amount of
overpayment or underpayment made to the provider, and the identification of al
affected claims, shall be furnished to the Medical Assistance Administration as
quickly as possible but in any event no later than five (5) business days after
discovery.

H.33.3 Upon its receipt of awritten direction from the COTR ordering it to undertake a
recoupment, the Contractor shall complete al steps necessary to implement the
recoupment for all affected claims before the end of the next pay cycle occurring after
its receipt of the direction. In the event that the volume of claims affected by the
direction or the complexity of the recoupment task is so great as to make it impossible
for the Contractor to fulfill the requirements of the preceding sentence, the Contractor
shall notify the COTR in writing, within twenty-four (24) hours of its receipt of the
direction, of the earliest time frame within which it can implement the recoupment.
After consideration of the circumstances described by the Contractor, the COTR shall
grant in writing whatever extension of time he or she deems necessary to implement
the recoupment. The Contractor shall pay to the Medical Assistance Administration
any portion of an erroneous payment not recouped within one hundred eighty (180)
calendar days of its receipt of the direction initiating its recoupment. The Contractor
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shall make such payment to the Medical Assistance Administration within seven (7)
calendar days of the expiration of the one hundred eighty (180) calendar day period.

H.33.4 The District shall not be liable to the Contractor for any repayment amount due which
is not recovered by recoupment from providers. The Contractor may only initiate
independent recovery procedures and actions with the prior written approval of the
COTR once the recoupment process described herein has been completed and a
repayment amount remains outstanding. If the Medical Assistance Administration
recovers any erroneous payments for which the Contractor has reimbursed the
Medical Assistance Administration, the Medical Assistance Administration shall
notify the Contractor who shall then submit a standard District invoice for the
returned amount.

H.34 SUSPENSION OF WORK

H.34.1 At any time during the MMIS Enhancement and Implementation Task, the
Contracting Officer may order the Contractor by written notice to suspend all or any
part of the work for such period of time as the COTR may determine to be
appropriate for the convenience of the Medical Assistance Administration.

H.34.2 If, without any fault or negligence of the Contractor, the performance of all or any
part of the work under the contract is, for an unreasonable period of time, suspended,
delayed, or interrupted by an act of the COTR or any other authorized person acting
on behalf of the COTR, the District or any agent or representative thereof in the
administration of the contract, or by their failure to act within the time specified in the
contract (or if no time is specified, within a reasonable time), the COTR will make an
adjustment for any increase in the cost of performance of the Contract or in the
schedule necessarily caused by the unreasonable period of such suspension, delay, or
interruption, subject to the Contractor’ sright to appeal the COTR’ s determination of
the adjustment pursuant to Paragraph 14 of the " Standard Contract Provisions." No
adjustment shall be made to the extent that performance by the Contractor would
have been prevented by other causes if the work had not been so suspended, delayed
or interrupted.

H.34.3 No claim for suspension, delay or interruption under the Contract under this Section
shall be allowed for any costs incurred due to alack of appropriation under paragraph
22, Appropriation of Funds, of the Standard Contract Provisions. No claim for
suspension, delay or interruption under the Contract under this Section shall be
allowed for any costs incurred more than twenty (20) calendar days before the
Contractor shall have notified the COTR in writing of the act or failure to act
involved (but this requirement shall not apply where a suspension order has been
issued).

H.35 GUARANTEES, WARRANTIES, AND CERTIFICATIONS

The following subsections address guarantees, warranties, and certifications regarding the
Digtrict of Columbia MMIS.
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H.35.1 CONDITIONS ON APPROVAL OF CERTIFIED MMIS SYSTEM

The Contractor shall propose afully certified MMIS system as described in Section C.1 hat
satisfiesall conditions classified by CM S certification guidelines which shall include the
CMS certification approval letter. The Contractor shall satisfy all such conditions as a
prerequisite to the satisfactory conclusion of the District of Columbia MMIS Enhancement
and Implementation Task, Acceptance Test Subtask milestones. These conditions cannot be
passed on to the Didtrict of Columbia MMIS in whole or in part.

H.35.2 MODIFICATIONSTO THE CERTIFIED MMIS SYSTEM

H.35.2.1 The Contractor will promptly but no later then fourteen (14) calendar days
after initiation of installation notify the Medical Assistance Administration of
all enhancements, abridgments and other modifications to the base system
made by the Contractor in another/other state(s) which occur after the
submission of the proposal. The notice shall include a description of the
functional effect of the modification, and shall indicate whether, and to what
extent, the modification was made for each of the following reasons:

1 To satisfy a CM S condition for certification;

2. To conform the system to a change in federal law or regulation
which became applicable after certification; or

3. To effect a change requested to comply with a unique District
requirement, or as an elective change.

H.35.2.2 If the Medical Assistance Administration desires the modification to be
incorporated into the District of Columbia MMIS,; it will proceed under
Subsection H.25, "MODIFICATION TASK".

H.35.3 YEAR 2000 WARRANTY

The Contractor warrants that each hardware, software, and firmware product delivered under
this contract and listed below shall be able to accurately process date data (including, but not
limited to, calculating, comparing, and sequencing) from, into, and between the twentieth and
twenty-first centuries, including leap year calculations, when used in accordance with the
product documentation provided by the Contractor, provided that al listed product properly
exchange date data with it. If the Contract requires that specific listed products must perform
as a system in accordance with the foregoing warranty, then that warranty shall apply to
those listed products as a system. The duration of this warranty and the remedies available to
the Government for breach of this warranty shall be as defined in, and subject to, the terms
and limitations of the Contractor’ s standard commercial warranty or warranties contained in
this contract, provided that notwithstanding any provision to the contrary in such commercial
warranty or warranties, the remedies available to the Government under this warranty shall
include repair or replacement of any listed product whose non-compliance is discovered and
make known to the Contractor in writing within ninety (90) days after acceptance. Nothing
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in this warranty shall be construed to limit any rights or remedies the Government may
otherwise have under this contract with respect to defects other than Y ear 2000 performance.

H.354 WARRANTY OF THE SYSTEM

Notwithstanding prior acceptance of deliverables by the District, the Contractor shall
expressly warrant all delivered programs and documentation as properly functioning and
compliant with the terms of the contract. The Contractor shall correct all errors and design
deficiencies in the system and replace incorrect or defective programs and documentation
within one (1) week of notification from the COTR of such deficiencies or within such
period as may be necessary to make correction(s) using al due diligence and dispatch as
agreed upon between MAA and the Contractor. If the Contractor fails to repair an identified
error, deficiency, or defect within such period, the District may, at its sole discretion, act to
repair, and the Contractor expressly agrees to reimburse the District for all costs incurred
thereby. Thiswarranty shall be in effect throughout the term of the contract and for three (3)
months thereafter. Deficiencies properly noted before expiration of the warranty shall be
covered regardless of such expiration. System modifications and other changes made during
the contract period shall aso be covered by this warranty.

H.35.5 SITE PREPARATION

No item of equipment shall be delivered or accepted unless and until the Contractor has
determined and certified that the installation site for that item meets the site specifications
furnished by the Contractor (and approved by the Distrct) and that no further site preparation
isnecessary. If additional site preparation is required, the Contractor shall reimburse the
District for the cost thereof, if the additional cost is due to an error in Contractor
specifications or certifications of that site.

H.35.6 DELIVERY AND INSTALLATION

H.35.6.1 The Contractor shall arrange for transportation, delivery, and installation of
the equipment at the Medical Assistance Administration’ s location, subject to
Subsection H.35.5, "SITE PREPARATION".

H.35.6.2 The equipment shall be delivered and made operational to the Medical
Assistance Administration according to the approved Work Plan schedule. If
the Contractor fails to make delivery within the agreed- upon period for
reasons other than failure of the Medical Assistance Administration to meet
site specifications, in addition to any other legal remedies the Medical
Assistance Administration may have, the Medical Assistance Administration
shall have the right to cancel its approval of the placement order at any time
between the expiration of the applicable period and actual delivery.
Otherwise, a placement order may be canceled, or delivery postponed, only
once, by written notice given not less than thirty (30) days before the initially
scheduled delivery date.
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H.35.7 EQUIPMENT IDENTIFICATION

The District reserves the right, for inventory purposes only, to require the Contractor to affix
alabel to all rented, leased, or purchased equipment obtained from the Contractor under this
Contract. The label will identify the equipment as "District of Columbia" and contain the
manufacturer’ s serial number or the Medical Assistance Administration’ s internal property
number. If affixed, the label will be removed by the Contractor at the expiration of the lease
or rental termfor leased or rented equipment.

H.35.8 ACCEPTANCE TEST

H.35.8.1 Except as provided hereinafter, no charges will accrue to the District for any
leased, rented or purchased item of Equipment, Software or Feature ordered
under this RFP until the item of Equipment, Software or Feature has passed an
Acceptance Test as described in Section C.5.2. An item of Equipment,
Software or a Feature shall be deemed to have passed the test once it has been
delivered, installed at the site, and is operational based on the following
definitions and conditions:

1.

The Delivery Date is the date on which the user (Medical
Assistance Administration) receives the Equipment, Software
or Feature;

The Installation Date is the date on which the Contractor
certifies that the item of Equipment, Software or the Feature is
installed at the site and ready to operate pursuant to
Contractor’ s installation policy;

The Acceptance Date is the date on which the Equipment,
Software or Features has operated effectively for ninety (90)
continuous days,

The Performance Period is the period between the Installation
Date and the Acceptance Date;

For leased, rented or purchased Equipment, Software or
Features, charges will be due and payable by the Medical
Assistance Administration on the Acceptance Date; and

For purposes of determining the date as of which charges will
be due and payable, any delay of installation or the start of the
Performance Period not the responsibility of Contractor will
reduce the required number of Performance Period days of
consecutive operation on a one- for-one basis.

H.35.8.2 Inthe event an item of equipment, software or a feature does not pass the
Acceptance Test during the initial performance period, the Acceptance Test shall
recommence at a new installation date and continue until the required number of
consecutive days is achieved. If an item of Equipment, Software or a Feature fails
to pass the Acceptance Test after ninety (90) days from its Installation Date, the
District may at its option request and receive a replacement, or accept the
Equipment at its demonstrated level of performance. Such acceptance does not

231



Medicaid Management Information System
RFP No. POTO-2006-R-0077

release the Contractor from any other obligation under the contract, including, but
not limited to, Subsection H.38, "LIQUIDATED DAMAGES". Acceptance test
measurements are as follows:

1. The Acceptance Test Level for an item of equipment or afeatureis
computed by dividing Downtime (as defined below) for that item
or feature by Operationa Use Time, multiplying the result by one
hundred (100), and subtracting that result from one hundred
percent (100%).

2. Operational Use Time as defined herein shall be the number of
hours the equipment, software or feature must be available to the
Medical Assistance Administration in the ninety (90) day test
period.

3. Downtime for an item of equipment, software or afeatureis
defined as Operationa Use Time hours during which the item of
Equipment, Software or Feature is inoperable because of causes
other than those which are external to the Contractor’ s control.
Downtime for each incident shall run from the time the Medical
Assistance Administration contacts the Contractor’ s Project
Manager (or designated representative) by telephone until accessto
the functionality is restored to the Medical Assistance
Administration in proper operating condition.

H.35.9 MAINTENANCE ACCEPTANCE

H.35.9.1 The Contractor shall be responsible for all maintenance of equipment and
software related to this Contract, at no additional cost to the District above the
prices proposed in Section B for the period of time the MMIS is operated.

H.35.9.2 The Contractor shall provide and maintain, as required in RFP Subsection
C.9.2, adtaff of systems professionals in the Maintenance and Operations
Support Group. Theseindividuals, and all of their required equipment, space,
supplies and overhead, shall be provided to the District pursuant to this
contract, at no additional cost to the District above the prices proposed in the
Contractor’ s Price Proposal or the period of time the MMIS is operated.

H.35.10 RISK OF LOSS

H.35.10.1 The Contractor (and its insurers, if any) shall bear al risk of loss to the
equipment or software, which occurs in transit to the Medical Assistance
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H.35.10.2

H.35.10.3

H3511TITLE

H.35.11.1

H.35.11.2

H.35.11.3

Administration site. The risk of loss or damage to purchased equipment shall
remain with the Contractor until the District has accepted the equipment.

The Contractor shall also bear the risk of loss or damage to leased or rented
equipment during the District’ s use and possession thereof until the District
exercises its purchase option and title has passed to the District.

In no event shall the Contractor be liable for loss or damage due to the
negligence of the Digtrict, or for damage due to nuclear reaction, nuclear
radiation or radioactive contamination arising out of the use by the Medical
Assistance Administration of radioactive materials.

Title to each item of equipment sold to the District under this contract shall
remain with the Contractor until the entire purchase price (reduced by any
judicially determined or agreed- upon set-offs or credits), has been paid by the
Medical Assistance Administration. Title shall then pass to the District, and
the Contractor shall then execute and deliver such instruments of transfer as
the Medical Assistance Administration may reasonably require. All
equipment purchase payments, under this contract, shall be scheduled for
completion prior to the end of the Contract.

Title to each item of equipment leased or rented under this Contract shall
remain in the Contractor’ s name until the purchase option has been exercised
and the option priceis paid. Thereupon, title shall pass to the District, and the
Contractor shall then execute and deliver such instruments of transfer as the
District may reasonably require.

Title to any accessories furnished by the Contractor shall follow title to the
machines to which they relate.

H.35.12 WARRANTIES

H.35.12.1 With respect to all equipment to be delivered hereunder, the Contractor represents
and warrants as follows.

1.

2.

All equipment delivered for purchase hereunder shall be new. "New" means
unused since its manufacture, but new equipment may contain some
components that are not new. In the case of leased equipment, the Contractor
may provide re-manufactured or reconditioned equipment, if that fact is
disclosed before the |ease obligation is undertaken by the District, and if the
equipment is warranted to operate as new.

The Digtrict’ s use and possession of any equipment delivered hereunder will
not be interrupted or disturbed by the Contractor or by any person claiming
by, under or through the Contractor, provided the District is not in default of
any payments due for that equipment or otherwise in breach of this contract.
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None of the equipment shall be subject to any lien, claim, or other
encumbrance, which is inconsistent with this warranty.

3. All equipment delivered hereunder shall operate in accordance with the
physical, performance and other specifications and representations applicable
under this Contract.

4. For aperiod of time commencing on the Acceptance Date and expiring with
the term of the contract, with respect to al equipment delivered hereunder, the
Contractor agrees to repair or replace, asis necessary, any equipment or part
thereof which ceases to operate, in accordance with this Contract’ s terms and
conditions; technical specifications; or acceptance criteria. Such repair or
replacement shall be performed by the Contractor at no charge to the District
for such costs related to the repair as labor, replacement parts, shipping (either
of the replacement parts to the District or the defective part back to the
Contractor), delivery, installation, or any other cost incurred in the repair.
Said repair or replacement pursuant to this clause must be at least as good, in
terms of response and total repair time, as the District would have received
under the Contractor’ s standard maintenance contract.

H.35.12.2 The warrantiesin this Section do not replace or diminish any warranties contained
in the Contractor form portion (if any) of this contract, but are in addition thereto.

H.35.12.3 The Contractor shall not be liable under this Section for the failure of any
equipment furnished by the Contractor under this contract due to the use of an
attachment, feature or device that was supplied by a different manufacturer and
was not approved in writing by the Contractor. The approval of the use of any
such attachment, feature or device shall not be deemed a representation, warranty
or understanding by the Contractor regarding the modification, including its
performance in conjunction with the Contractor’ s equipment.

H.35.13 MOST FAVORED CUSTOMER

H.35.13.1 During the life of this Contract all prices or rates charged by the Contractor
shall be computed using the lower of:

1 The Contractor’ s proposed Pricing Schedules or rates; or

2. The lowest price or rate charged by the Contractor, for the same or
lower volume, under any contract entered into with any of its customers.

H.35.13.2 This provision shall not apply to:

Sales made by the Contractor for resale;

Sales to educationa institutions;

Transfers which are deemed to be charitable contributions;

Sales to customers other than the District which orders include
substantial software and/or services when the District orders include
hardware equipment only;

Eal N
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5. Sales to customers under contracts by which the customer guarantees
to purchase a specific minimum volume of goods and/or services or
commits to a minimum dollar value of purchases and under which the
customer, if it fails to acquire the required volume of goods and/or
services or minimum dollar amount, pays no less for the goods and/or
services actually acquired than the District would pay for the same
goods and/or services,

6. sales made under discount provisions which accord a more favorable
discount for purchases made in bulk shipment quantities, where the
District purchases are not made in the bulk shipment quantities which
establish the more favorable discount; or

7. Sales made under contracts whose duration is significantly shorter than
the contract period specified by the District. If the duration differs
from the District’ s requirements by twelve percent (12%) or more, it
shall be considered to be significantly different duration to make this
clause effective.

H.35.14 INFRINGEMENT PROTECTION

H.35.14.1

H.35.14.2

H.35.14.3

The Contractor represents to the best of its knowledge neither the equipment
nor software provided pursuant to this Contract, nor the use thereof, violates
or infringes upon any patent, copyright, or any other right of athird party. In
the event of any action brought against the District in which infringement of a
US patent or copyright is claimed, the Contractor will defend or settle the
claim at its own expense, and indemnify the District against any expenses,
costs or damages incurred by the District on account of such claim, but such
defense, settlement and payment are conditioned on the following:

1. the Contractor is notified of any claim promptly after the
District becomes aware of it; and

2. the District gives the Contractor information reasonably
available and assistance reasonably necessary to facilitate
the settlement or defense of such claim and, to the extent
permitted by law, the District makes any defenses available
to it available to the Contractor.

In such event, the Contractor shall have the right to disapprove any negotiated
settlement.

In the event such a claim occurs or in the Contractor’ s opinion is likely to
occur, the Contractor will, at its option and expense, either procure for the
Didtrict the right to continue using the equipment and software, or replace or
modify the same so that they become non-infringing. If, despite the
reasonable efforts of the Contractor, neither alternative is feasible, the
Contractor will accept return of the infringing products, without charge or
penalty for premature termination of any lease or rental. If such products
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H.35.14.4

were purchased or licensed in perpetuity, the Contractor will grant the District
acredit equal to the price paid by the District reduced by depreciation to the
date of return calculated by straight line method over an assumed five-year (5)
life with no residua value.

The Contractor shall not indemnify the District against any claim of
infringement arising out of equipment, software or modifications, not supplied
by the Contractor. No limitation of liability provision of this Contract shall
apply to the indemnification provided by this Section.

H.35.15 PATENT OR COPYRIGHT INFRINGEMENT

H.35.15.1

H.35.15.2

H.35.15.3

The Contractor represents that, to the best of its knowledge, none of the
software to be used, developed, or provided pursuant to this contract violates
or infringes upon any patent, copyright, or any other right of athird party. If
any claim or suit is brought against MAA or the District for the infringement
of such patents or copyrights arising from the Contractor’ s or the District’ s
use of any equipment, materials, computer software and products, or
information prepared for, or developed in connection with performance of,
this contract, then the Contractor shall, at its expense, defend such use. The
Contractor shall satisfy any final award for such infringement, whether it is
resolved by settlement or judgment involving such a claim or suit.

The District shall give the Contractor prompt written notice of such claim or
suit and full right and opportunity to conduct the defense thereof, together
with full information and all reasonable cooperation. If principles of
governmental or public law are involved, the District may participate in the
defense of any such action. No Contractor costs or expenses shall be incurred
by the District without the Contractor’ s written consent.

If, in the Contractor’ s opinion, equipment, materials, software, and products
or information used in this contract are likely to or do become the subject of a
claim of infringement of a United States patent or copyright, then without
diminishing the Contractor’ s obligation to satisfy any fina award, the
Contractor may, with the District’ s consent, substitute other equally suitable
equipment, materials, and information, or at the Contractor’ s option and
expense, obtain the right for the District to continue the use of such
equipment, materials, and information. In the event of equipment and/or
software substitution, the District must protect its interests in data used by
such equipment or software through recovery or conversion of such datato
other approved equipment or software. The Contractor shall, in any such suit,
satisfy any damages for infringement assessed against the District or its
departments, officers, employees, or agents resulting from said lawsuit,
whether it is resolved by settlement or judgment.

H.36 PERSONNEL
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The following subsections detail provisions regarding Contractor and District personnel.

H.36.1 EMPLOYMENT OF DISTRICT PERSONNEL

The Contractor shall not knowingly engage on afull-time, part-time, or other basis, during
the period of the contract, any professional or technical personnel who are, or have been at
any time during the period of this contract, District of Columbia employees except those
regularly retired individuals, without prior written approval from the District. Recently
retired (within one year) employees of DOH shall not knowingly be engaged for performance
of this contract on a full-time, part-time, or other basis, without prior written approval from

the District.

H.36.2 INDEPENDENT CAPACITY OF CONTRACTOR PERSONNEL

It is expressly agreed that the Contractor or any subcontractor involved in the performance of
this contract shall act in an independent capacity and not as an agent, officer, employee,
partner, or associate of the District. Contractor staff will not hold themselves out as, nor
claim to be officers or employees of the District of Columbia by reason hereto. It is further
expressly agreed that this contract shall not be construed as a partnership or joint venture
between the Contractor or any subcontractor and the District.

H.36.3 KEY PERSONNEL

H.36.3.1

H.36.3.2

H.36.3.3

The services of each named individual shall be required unless that individual
becomes unavailable to the Contractor only for reasons such as the
individual’ s death, disability, or termination of the underlying employment
relationship.

If an individual named in this subsection becomes unavailable for such
reasons, the Contractor within ten (10) business days of said individua’ s
notice shall give the COTR the resume of a proposed replacement, and offer
the Medical COTR an opportunity to interview that person. If the Contracting
Officer is not reasonably satisfied that the proposed replacement has
comparable ability and experience, he shall so notify the Contractor within ten
(10) business days after receiving the resume and completing any interview,
whereupon the Contractor shall propose another replacement and the COTR
shall have the same right of approval. Such process shall be repeated until a
proposed replacement shall be approved by the COTR. If after thirty (30)
days from said individua’ s notice, a qualified replacement is not approved,
damages may be imposed by the Contracting Officer.

The Contracting Officer shall have the right to require the Contractor to
remove any individua (whether or not named in this subsection) from his
assignment to this Contract by the Contractor or any subcontractor, but only
for cause and upon reasonable notice.
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H.36.3.4

H.36.3.5

H.36.3.6

Key personne title for the Enhancement and Implementation Task are:

a) Project Manager/Account Manager,

b) Implementation Task Manager,

c) Conversion Task Manager, and

d) Implementation/Claims Processing Manager.

Key personnel for the Operations and Modifications Task are:

a) Project Manager/Account Manager,

b) Operations/Claims Processing Manager,

c) Modifications Task Manager/System Analysts, and
d) Provider Relations Manager.

Temporary or permanent transfer of any of the above named Key Contractor
Personnel within the District of Columbia MMIS Project or temporary or
permanent transfer of any of the above named Key Contractor Personnel
between Contractor Projects shall require prior written approval of the
Contracting Officer, which shall not be unreasonably withheld.

H.36.4 TERMINATION OF KEY PERSONNEL

H.36.4.1

H.36.4.2

H.36.4.3

The COTR shall monitor the Contractor’ s efforts and account for all work to
be performed by Contractor personnel. He/she shall determine whether
Contractor key personnel are performing satisfactorily at the appropriate skill
levels specified in the RFP, the Contractor’ s Proposal, and the approved Work
Pan.

The Contractor shall not dter the numbers and distribution of MMIS staff as

offered in its proposal without the prior written approval of the Contracting
Officer, which shall not be unreasonably withheld.

The Contracting Officer may require the Contractor to relieve any of the
ersonnel (as defined in H.36.4, KEY PERSONNEL, above) from any further
work under this Contract if in his’/her sole opinion:

1) Theindividual does not perform at the applicable skill level
specified in the RFP, the Contractor’ s proposal, and the approved
Work Plan;

2) Theindividual does not deliver work which conforms to the
performance standards stated in the RFP, the Contractor’ s
proposal, and the approved Work Plan; or
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3) Personality conflicts with Medical Assistance Administration
personnel hinder effective progress on the work of the project or
unit to which the individual is assigned.

H.36.4.4 The Project Manager shall immediately notify the COTR of the resignation or
discharge of any Contractor Key Personnel assigned to this Contract, and such
personnel shall be forthwith relieved of any further work under this Contract.

H.36.5 REPLACEMENT OF TERMINATED KEY PERSONNEL

H.37

If the Contracting Officer notifies the Contractor that a replacement isrequired for a
Contractor employee whose position is defined as Key Personnel in paragraph H.36.3, above,
and who has been relieved from work under this Contract, the Project Manager shall deliver
to the COTR resumes of at least two (2) candidates for each position specified in the notice,
within five (5) business days after receipt of notice. Within three (3) business days after
receipt of the resumes of proposed replacement candidates, the COTR shall contact the
Project Manager to state which, if any, of the proposed candidates have been rejected upon
review of their resumes, and they shall schedule interviews with the others. The COTR may
reject any candidate for whom the Project Manager is unable to schedule an interview within
three (3) business days following the contact, and may reject any candidate following his
interview. If the COTR requiresit, the Project Manager shall submit resumes of an
additional replacement candidate for each rejected candidate. The COTR shall complete the
selection of candidates within two (2) business days after the final candidate interview.

Upon completion of candidate selection by the Contracting Officer, the COTR and the
Project Manager shall schedule the start dates of the selected candidates, which shall not be
later than ten (10) business days after the selection The above time frames shall be adhered
to unless alonger period of timeis agreed to by both parties and approved by the Contracting
Officer.

CONSEQUENTIAL DAMAGES - FAILURE TO MEET CONTRACT
REQUIREMENTS

It is expressly agreed by the District and the Contractor that, in the event of a failure to meet
the following performance requirements, the corresponding consequential damages shall be
sustained by the District, and the Contractor shall pay to the District its actual damages as
follows:

H.37.1 SYSTEM CERTIFICATION REQUIREMENTS

H.37.11 Section 1903(a)(b)(d) of Title XIX provides seventy-five
percent (75%) Federal financial participation (FFP) for
operation of mechanized claims payment and information
retrieval systems approved by CMS. Up to ninety percent
(90%) FFP is available for MMIS-related development costs
prior approved by CMSin the District’ s APD and at contract
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signing. The planned District of Columbia MMIS must,
throughout the contract period, meet all certification and
recertification requirements established by CMS.

H.37.1.2 The Contractor shall ensure that Federal certification approval
for the maximum allowable enhanced FFP for the planned
District of Columbia MMIS is obtained retroactive to the day
the system becomes operational and is maintained throughout
the term of the contract. Should decertification of the MMIS,
or any component part of it, occur prior to contract termination
or the ending date of any subsequent contract extension, the
Contractor shall be liable for resulting damages.

H.37.1.3 The Contractor shall quickly and at its own expense remedy
any defects or deficiencies found that prohibit, delay, or limit
full federal MMIS certification. The Contractor shall make all
such remedies within thirty days (30) of their discovery,
whether they are discovered before or after implementation.
Correction of defects or deficiencies shall not automatically
reduce or negate liquidated damages related to failure to
achieve complete and timely certification.

H.37.2 SYSTEM CERTIFICATION —DAMAGES

H.37.2.1 The Contractor shall be liable for the difference between the maximum
allowable enhanced Federal financial participation and that actually received
by MAA, including any losses due to loss of certification, failure to obtain
approval retroactive to day one (1), delays in readiness to support
certification.

H.37.2.2 All FFP liquidated damages claims assessed by CM S shall be withheld from
moneys payable to the Contractor until all such damages are satisfied.
Damage assessments shall not be made by the District until CMS has
completed its certification approval process and notified the District of its
decision in writing.

H.37.3 CONSEQUENTIAL DAMAGESFOR DISTRICT SANCTIONS

In addition to the indemnification clause, if during either MMIS Enhancement and
Implementation or Operations Tasks, CM S imposes fiscal sanctions against the District as a
result of the Contractor’ s or any subcontractor’ s action or inaction, the Contractor shall
compensate the Medical Assistance Administration the amount lost by the District by
application of the sanctions.

H.37.4 CORRECTNESS OF PAYMENTS - PERFORMANCE REQUIREMENT
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H.37.4.1

H.37.4.2

H.37.4.3

The Contractor shall make all payments, adjustments, and other financial
transactions made through the MMIS on behalf of eigible clients (as
identified by the ACEDS interface), to enrolled providers, for approved
services, and in accordance with the payment rules and other policies of the
Digtrict of Columbia.

The Contractor shal be liable for the actual amount of any erroneous
payments, overpayments or duplicate payments identified as a result of
District or Federal claims reviews or as reported by providers or from other
referrals, which are a result of incorrect Contractor staff action or inaccurate
systemdata and processing. Such liabilities will be withheld from Contractor
payments. However, the Contractor may seek recovery, on behalf of the
Digtrict, from providers to whom erroneous payments are made, utilizing
voluntary refund, offset recovery, or other District-approved methods.

The Contractor shall notify the District immediately upon discovery of any
erroneous payments, overpayments or duplicate payments, irrespective of
cause, and prior to initiating appropriate recovery action. The Cortractor shall
notify the District, using the change request process, of any system errors that
result in a potential provider overpayment.

H.37.5 CORRECTNESS OF PAYMENTS -DAMAGES

The Contractor shall be liable for the erroneous payment, overpayment or duplicate payment
for which full recovery cannot be made by the Contractor, using all reasonable procedures, if
the erroneous payment, overpayment or duplicate payment is made to a provider and that
payment is the result of failure of the Contractor to either utilize available information or to
process correctly. The Contractor shall notify the District immediately upon discovery of
any erroneous payments, overpayments or duplicate payments, irrespective of cause.

H.37.6 OPERATIONAL START DATE - PERFORMANCE REQUIREMENTS

H.37.6.1

H.37.6.2

The District intends to have the planned District of Columbia MMIS fully
operational on February 28, 2008 as set forth in Section C.1.11.1 (5) of this
RFP. On or before February 28, 2008, the Contractor shall provide afully
operationa system that can begin processing correctly all claim types, claims
adjustments, and other financial transactions; maintaining all system files;
producing all required reports; and performing al other Contractor
responsibilities specified inas set forth in Section C.7.20 of this RFP for the
new MMIS. The Contractor shall provide a systemwith al enhancements
approved by the Digtrict.

Compliance with the February 28, 2008, date is critical to the District’ s
interest. Therefore, the Contractor shall be liable for resulting damages stated
in Section H.37.7 if this date is not met. The District shall determine the
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Contractor’ s capability to meet this date following the conclusion of the
operational readiness test as set forth in Section C.7.20 of this RFP.

H.37.7 OPERATIONAL START DATE —DAMAGES

The District shall be held harmless for any losses, including financial, if the Contractor does
not fully meet the operational start dateas set forth in Section C.7.20 of this RFP with a new
District approved MMIS as specified in the approved Detailed Work Plan. The District
reserves the right to determine if the system is operationally ready. The Contractor shall be
liable for damages which includesall costs incurred by the District to continue the current
MMIS and Contractor operations. The Contractor shall also forfeit al claims for payment of
monthly expenses and operational payments for that month and each month thereafter until
the District approves operational readiness. In case of a partial month of non
implementation, a prorated amount shall be deducted from the monthly invoice.

H.37.8 CURE

H.38

In addition to the default clauses, if in the reasonable judgment of the District, a default by
the Contractor is not so substantial as to require termination, reasonable efforts to induce the
Contractor to cure the default are unavailing, and the default is capable of being cured by the
District or by another resource without unduly interfering with continued performance by the
Contractor, the District may provide or procure the services reasonably necessary to cure the
default, in which event the Contractor shall reimburse the District for the reasonable cost of
the services. In addition, the Contractor must cooperate with these resources in allowing
access to the computer facility, documentation, software, utilities and equipment. The
Contractor shall remain liable for al system performance criteria, maintenance of and further
enhancements to any applications developed by these resourcesto the extent that it
constitutes the Contractor’ s work product whether impacted by the work of the other
resource or not.

LIQUIDATED DAMAGES- FAILURE TO MEET PERFORMANCE
REQUIREMENTS

H.38.1 It is agreed by the District and the Contractor that, in the event of afailureto
meet the performance requirements as set forth in Section H.38.2, the District
shall sustain damage, and that it is and will be impractical and extremely
difficult to ascertain and determine the actual damages which the District will
sustain in the event of, and by reason of, such failure; and it is therefore
agreed that the Contractor will pay the District for such failures at the sole
discretion of the District.

H.38.1.2 Damage assessments are linked to performance of
system implementation or operational responsibilities.

H.38.1.3 The District will give written notification of each
failure to meet a performance requirement to the
Contractor. The Contractor shall have five (5) working
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days from the date of receipt of writtennotification of a
failure to perform to specifications to cure the failure.
The Digtrict shall have the option to allow the
Contractor additional daysto cure the failure. If the
Contractor does not resolve the failurewithin this
warning/cure time period, the District may impose
liguidated damages retroactively to the date of faillure to
perform. The Didtrict’ s imposition of liquidated
damagesis not in lieu of any other remedy available to
the District.

H.38.1.4 If the District elects to not exercise a damage clausein
a particular instance, this decision shall not be
construed as awaiver of the District’ sright to pursue
future assessment of that performance requirement and
associated damages.

H.38.2 PERFORMANCE REQUIREMENTS FOR SYSTEM
IMPLEMENTATION

The following are performance regquirements damage clauses related to
satisfactory completion of Enhancement and Implementation Task activities
defined in Section C.7.5 and Section C.4:

a) Key dates, and
b) Key personndl.

H.38.2.1 Key Dates - Performance Requirement

H.38.2.1.1  TheDistrict intends to have the new MMIS devel oped,
tested, and installed by February 8, 2008.
Accomplishment of certain specified devel opment
activities by the key dates, as defined in Subsection
C.7.5, and established in the detailed work plan is
necessary to ensure full compliance with that start date.

H.38.2.1.2 If, for any reason, the Contractor is delayed in meeting
these key dates and a contract modification to the work
plan is not approved, the District may assess damages.
Approval of contract modificationor work plan
modification does not summarily imply that the District
will not assess damages to the Contractor.
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H.38.2.2

H.38.2.3

K ey Dates - Damages

The District may assess five hundred dollars ($500.00) damages per
work day, or any part thereof, for each of the first ten (10) calendar
days of delay in meeting a key date. The District may assess one
thousand dollars ($1,000.00) damages per work day, or any part
thereof, for each of the next thirty (30) calendar days of delay, up to
two thousand dollars ($2,000.00) damages per work day, or any part
thereof, for each additional day of delay after that. These damages
shall be in addition to any amounts assessed for delays in obtaining
Federa certification as set forth in SectionH.37.1 through H.37.2.
and/or meeting the operational start date as set forth in Section H.37.6.

Key Personnél - Perfor mance Requirement

H.38.2.3.1  The Contractor shall not change personnel
commitments provided in the Contractor’ s proposal for
the Enhancement and Implementation Task activities
without prior written approval of the COTR, unless due
to the resignation or death of any named individual as
set forth in Section C.4 and H.36.3. The Contractor
shall include staffing for the following positions at the
levels of effort proposed or as specified in the RFP:

a) Project/Account Manager,

b) Implementation/Claims Processing Manager,
c) Implementation Task Manager, and

d) Conversion Task Manager.

H.38.2.3.2  The Contractor shall not change personnel
commitments provided in the Contractor’ s proposal for
the Operations Task activities without prior written
approval of the COTR, unless due to the resignation or
death of any named individual. The Contractor shall
include staffing for the following positions at the levels
of effort proposed or as specified in the RFP:

a) Project/Account Manager,

b) Operations/Claims Processing Manager,
c) Modifications Task Manager, and

d) Provider Relations Manager.

H.38.23.3  The Didtrict shall approve in advance, in writing, any
permanent or temporary changes to or deletion from the
Contractor’ s named management, supervisory, and key
professional personnel.
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H.38.2.4 Key Personnel - Damages

The District may asses a maximum of five thousand dollars
($5,000.00) damages per occurrence for each key person proposed
who is changed for reasons other than death or resignation or
termination or military recall and an additional two hundred dollars
($200.00) per work day damages may be assessed for each work day
after theinitia thirty (30) calendar days allowed in Subsection H.36.4
that an acceptable replacement for that position is not provided.

H.39 PERFORMANCE REQUIREMENTS FOR OPERATIONAL RESPONSIBILITIES

The following are performance requirements and damages related to critical Contractor
resporsibilities during MMIS operations. Requirements and damages are defined for the
following performance criteria:

a)
b)
©)
d)
€
f)
9
h)
)

Timeliness of claims processing,

System availability and response time,

Minimum file update processing cycles,

Timeliness and accuracy of report production,

EV S file update processes,

Recipient eligibility verification system availability,
System maintenance and modification,

Disaster Recovery and Recovery Testing,
Compliance with other material contract provisions.

H.39.1 Timeliness of Claims Processing - Perfor mance Requirement

H.39.1.1 The Contractor shall meet the following claims processing timeliness

standards.

a)

b)

d)

The Contractor shall adjudicate ninety percent (90%) of all clean
claims for payment or denial within thirty (30) days of receipt in
the Contractor’ s mailroom.

The Contractor shall adjudicate ninety- nine percent (99%) of all
clean claims for payment or denia within ninety (90) days of
receipt in the Contractor’ s mailroom.

The Contractor shall adjudicate non-clean claims within 30 days of
the date of correction of the condition that caused the claim to be
unclean.

The Contractor shall adjudicate all claims within 12 months of
receipt in the Contractor’ s mailroom, except for those exempted
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H.39.2

H.39.3

H.39.1.2

H.39.1.3

from this requirement by federal timely claims processing
regulations.

€) The Contractor shall process al nursing home claims in the next
daily cycle after receipt.

f) The Contractor shall process all provider-initiated adjustments to
payment or denial within forty-five (45) days of receipt in the
Contractor’ s mailroom.

For purposes of this performance requirement the CM S State Medicaid
Manual, Part 11 definition of a"clean clam™ shall apply.

Those circumstances when claim resolution is being handled directly by
Didtrict staff in accordance with District guidelines or held by the Contractor
under District written directive shall not be counted in the days threshold.

Timeliness of Claims Processing - Damages

The District may assess ten thousand dollars ($10,000.00) for the firgd month of each
failure to meet the above requirements. The District may assess twenty thousand dollars
($20,000.00) for each consecutive subsequent month a requirement remains unmet. For
example, failure to meet the above requirements for four (4) consecutive months may
result in the District’ s assessing damages in the amount of seventy thousand dollars
($70,000.00).

System Availability and Response Time- Performance Requirement

H.39.3.1

H.39.3.2

Where on-line access to the system is specified, the Contractor shall ensure
that the average response time is no greater than the requirements set forth in
Subsection C.3.3.2, at least ninety eight percent (98%) of the available
production time between 7:00 am. and 6:30 p.m., Eastern Time, Monday
through Friday, including District holidays for workstations. Average
response time per terminal per available production hour per day shall be
reported weekly. Response time is defined in Subsection C.3.3.1.

The Contractor must ensure that on-line access to all MMIS applicationsis
available for al District users between the hours of 7:00 am. to 6:30 p.m.,
Eastern Time, Monday through Friday. An application is consi